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Women  of  Color  Working  Together: 
A  Regional  Public  Health 

Conference 

In  June  of  1992,  the  U.S.  Public  Health  Service,  Region  Vni  sponsored  the  first-ever  confer- 
ence to  address  the  needs  of  women  of  color,  "Minority  Women:  Dimensions  in  Health." 
The  conference  attendees,  meeting  in  a  series  of  focus  groups  and  health  tracks,  analyzed 
the  impact  of  the  woman's  Ufe  cycle,  interagency  linkages  and  systems  challenges,  and 
racial  or  ethnic  influences  on  the  health  of  minority  women.  Five  general  health  subject 
areas  were  identified:  mental  health,  substance  abuse,  violence,  reproductive  health  and 
chronic  disease.  Recommendations  were  formulated  for  many  of  the  issues  identified,  and 
states  presented  their  plans  for  action. 

The  report  of  the  proceedings  from  the  1992  conference  has  received  wide  interest  and 
distribution,  and  the  disparities  in  health  status  to  be  found  in  women  of  color  have  begun 
to  be  recognized.  State  activities  have  included 

•  the  establishment  of  the  Utah  Ethnic  Women's  Health  Coalition,  which  sponsored  a 
minority  women's  conference  in  November  of  1993; 

•  a  minority  women's  conference  sponsored  by  the  Wyoming  Department  of  Health  in 
September  of  1993; 

•  an  Indian  women's  conference  held  in  Montana  in  September  1993; 

•  the  establishment  of  the  Colorado  Minority  Health  Coalition  in  Colorado  in  Decem- 
ber of  1992; 

•  an  ongoing  series  of  radio  broadcasts  on  the  health  issues  of  Indian  women  in  South 
Dakota; 

•  plans  by  Indian  women  in  North  Dakota  to  sponsor  a  conference  in  1995;  and 

•  plans  by  Latinas  in  Colorado  to  sponsor  a  conference  on  substance  abuse  in  Latinas 
in  1995. 

Dr.  Agnes  Donahue,  at  that  time  the  director  of  the  Office  on  Women's  Health,  was  the 
primary  impetus  for  the  1992  conference.  In  1994,  the  Office  on  Women's  Health,  with 
generous  support  from  the  Office  of  Population  Affairs,  has  provided  the  means  for  a 
second  Region  Vni  conference  on  the  health  issues  of  women  of  color.  The  goals  for  this 
conference  are 

•  to  begin  the  process  of  healing  within  women  of  color  and  their  communities  in 
order  to  move  forward; 

•  to  learn  how  to  overcome  the  barriers  which  prevent  healthy  change  from  occurring. 

Activities  at  the  federal  level  include  the  establishment  of  the  PHS  Coordinating  Committee 
on  Women's  Health  and  the  Office  on  Women's  Health,  the  Congressional  Caucus  on 
Women's  Health,  the  PHS  Action  Plan  for  Women's  Health ,  and  the  inclusion  of  objectives 
for  women  and  minorities  in  the  Healthy  People  2000  plan.  These  activities  have  provided 
the  framework  and  incentives  for  regions,  states  and  communities  to  begin  to  address  the 
disparities  in  health  status  and  the  health  service  gaps  which  are  issues  for  women  of  color. 
Region  Vin  staff  —  Hugh  S.  Sloan,  Acting  Regional  Health  Administrator;  Charlotte  Gish, 
Reproductive  Health  Consultant;  Nancy  Thomann,  Minority  and  Women's  Health  Coordi- 
nator; and  Jane  Wilson,  Regional  Program  Consultant  —  are  pleased  to  have  a  role  in  for- 
warding this  agenda  in  Region  VIII. 
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Opening  Ceremonies 


Opening  Ceremonies 

MARGARET  GARY,  M.D.,  M.B.A.,  M.RH. 

Regional  Director 

U.S.  Department  of  Health  and  Human  Services,  Region  VIII 


Just  a  few  short  months  ago  I  was  practicing 
women's  health  care  and  doing  a  television 
show.  My  how  things  change!  First  of  all, 
w^elcome  to  all  of  you  here.  Welcome,  on 
behalf  of  Secretary  Shalala,  to  this  conference. 
I  would  like  to  give  a  special  thanks  to  those 
who  planned  this  conference.  I  feel  that  there 
has  never  been  an  administration  that  has 
been  as  committed  to  improving  women's 
health  as  the  Clinton  Administration.  And 
many  goals  of  this  Administration  particu- 
larly assist  women  of  color. 

Even  though  health  care  reform  wasn't 
passed  in  the  last  session  of  Congress,  Presi- 
dent Clinton  remains  determined  to  seek 
health  care  that  can  never  be  taken  away. 
Women  -  and  particularly  women  of  color 
because  of  poverty  -  are  often  forced  to 
choose  between  working  and  having  no 
health  insurance  coverage,  or  turning  to 
welfare  for  Medicaid.  They  should  not  have 
to  choose  between  health  care  for  themselves 
or  health  care  for  their  children.  The  system 
should  provide  for  all. 

If  you  saw  my  television  program  "The 
Health  Care  Puzzle"  we  had  a  woman  named 
Laura  (a  true  story)  w^ho  had  been  homeless. 
She  went  to  Emily  Griffith  Opportunity 
School,  became  a  practical  nurse,  and  had 
started  working  in  a  nursing  home.  But  she 
couldn't  afford  health  insurance.  Her  chil- 
dren were  able  to  get  it  through  Adams 
County  for  a  nominal  fee.  But  she  hadn't  had 
a  Pap  test,  or  a  mammogram,  or  any  of  those 
things,  because  she  couldn't  afford  insurance 
for  herself.  It  seems  it's  a  perverse  incentive. 


and  that's  what  we  were  trying  to  point  out. 

President  Clinton  also  is  determined  to 
reduce  the  plague  of  violence.  Six  thousand 
people  a  day  suffer  physical  injury  as  a  result 
of  interpersonal  violence.  I  used  to  direct  an 
emergency  room,  and  I  can  teU  you,  violence 
does  happen.  In  fact,  emergency  room 
doctors  have  formed  groups  to  deal  with 
violence.  We  are  considering  it  a  plague. 
Twenty  to  30  percent  of  women  in  the  emer- 
gency room  are  there  because  of  physical 
violence.  We  have  to  build  strong  families 
and  strong  communities  in  order  to  address 
this  issue. 

We  also  have  a  problem  with  immunizing  our 
children.  Thirty  percent  of  children  under 
two  are  not  properly  immunized.  What  this 
Administration  is  trying  to  do  is  to  make 
more  vaccine  available  to  those  who  need  it. 
Healthy  kids  really  deserve  a  valuable  re- 
source. 

I'm  here  to  show  my  commitment,  and  that  of 
our  President,  to  help  find  solutions  for 
women  of  color,  and  I  look  forward  to  hear- 
ing your  recommendations.  I  wUl  do  what  I 
can  to  assist  in  bringing  those  to  the  attention 
of  the  officials  in  Washington.  I'd  also  like  to 
say  that  this  Administiation  is  particularly 
deternuned  to  work  with  Native  Americans. 
A  new  position  has  been  created  -  lead  Re- 
gional Director  for  Native  American  issues  - 
and  I  have  been  appointed  to  that  position. 
With  that,  I'd  like  to  encourage  all  of  you  to 
see  "Black  Elk  Speaks,"  which  is  playing  here 
in  Denver. 
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EVELYN  GLASS 

Regional  Operations  Officer 

Office  of  Population  Affairs,  Office  of  Family  Planning,  U.  S.  Public  Health  Service 


To  Dr.  Cary,  to  Dr.  Sloan,  and  to  participants 
in  Region  VIII's  second  public  health  confer- 
ence addressing  the  health  issues  of  women 
of  color,  I  bring  greetings  from  Dr.  Felicia 
Steward,  Deputy  Assistant  Secretary  for 
Population  Affairs,  and  Jerry  Bennett,  Deputy 
Director  of  the  Office  of  Population  Affairs. 
Both  regret  that  they  could  not  be  here  today, 
but  it  is  my  pleasure  to  be  here  with  you  and 
to  represent  our  office. 

OPA  has  had  the  opportunity  to  co-sponsor  a 
number  of  regional  women's  health  confer- 
ences across  the  nation.  OPA's  central  and 
regional  staff  have  worked  closely  with  the 
Office  on  Women's  Health  in  planning  the 
conferences.  Having  OPA's  input  and  sup- 
port makes  sense.  As  you  can  see,  of  the 
nearly  4.5  million  persons  served  annually  by 
the  federal  Title  X  Family  Planning  Program, 
over  95  percent  are  women.  In  fiscal  year 
1995,  the  Title  X  program  will  support  a 
network  of  more  than  4,200  clinic  locations 
across  the  country,  with  a  total  funding  of 
$190  million.  Family  planning  clinics  make 
up  the  largest  group  of  accessible  clinics 
where  women  can  be  served  on  a  sliding  fee 
basis  for  preventive  health  services.  Here  in 
Region  VIII,  serving  six  states  (Colorado, 
Montana,  North  Dakota,  South  Dakota,  Utah 
and  Wyoming),  nearly  200,000  women 
receive,  in  addition  to  contraceptive  counsel- 
ing and  services,  breast  and  cervical  cancer 
screening,  cancer  diagnosis  and  treatment, 
STD  tests,  HIV /AIDS  counseling  and  sub- 
stance abuse  counseling. 

Family  planning  clinics  have  always  been 
very  concerned  about  the  cHents  with  the 
highest  risk  and  those  who  have  limited 
access  to  services.  For  many  of  the  new 
clients,  it  is  their  first  entry  into  the  health 
care  system.  Given  this,  it  is  natural  that  OPA 
is  not  only  involved,  but  a  leader  in  promot- 


ing the  women's  health  initiative  in  the 
departn^ent.  We  will  continue  to  propose 
policies  and  initiatives  in  the  federal  family 
planning  program  that  will  improve  and 
protect  the  health  of  women  of  color.  We  plan 
to  continue  to  provide  core  public  health  and 
family  planning  services  to  underserved 
populations,  and  to  increase  outreach  to 
persons  unlikely  to  seek  services  -  persons 
such  as  homeless  people,  substance  abusers 
and  adolescents.  We  will  emphasize  compre- 
hensive, integrated  and  culturally  appropriate 
reproductive  health  services,  and  support 
information  dissemination  on  reproductive 
health  issues.  We  are  eliminating  disincen- 
tives to  serving  high-cost  clients,  to  using 
high-cost  contraceptives,  and  to  providing 
community  education.  This  means  that  Title  X 
funding  will  no  longer  be  based  solely  on  the 
number  of  persons  served,  but  rather  on  how 
well  a  project  reaches  the  hardest  to  reach. 

We  are  placing  major  emphasis  on  recruiting 
and  retaining  nurse  practitioners  in  family 
planning  clinics.  Each  regional  nurse  practi- 
tioner training  center  has  received  funds  to 
provide  scholarships  for  minority  nurses  who 
need  a  subsidy  to  attend  advanced  nurse 
training.  We  will  continue  to  support  relevant 
research  to  increase  the  body  of  knowledge 
on  how  to  improve  reproductive  health 
service  delivery,  as  well  as  research  on  contra- 
ceptive development.  We  will  continue  to 
work  and  to  co-sponsor  initiatives  with  other 
agencies  of  the  Public  Health  Ser\'ice,  such  as 
the  Center  for  Disease  Control  and  Preven- 
tion, Substance  Abuse  and  Mental  Health 
Administration,  the  Food  and  Drug  Adminis- 
tration, the  Indian  Health  Service,  and  the 
Office  of  Minority  Health,  in  order  to  advance 
women's  health  issues.  I  am  very  glad  to  be 
here  with  you,  and  I  look  forward  to  hearing 
the  scheduled  speakers,  and  to  dialogue  and 
exchange  with  each  one  of  you. 


Opening  Ceremonies 


SUZANNE  G.  HAYNES,  PH.D. 

Assistant  Director  for  Science 

Office  on  Women's  Health,  U.S.  Public  Health  Service 


I  want  to  recognize  Agnes  Donahue  for  her 
wonderful  work  in  supporting  these  regional 
health  conferences,  and  I  bring  greetings  from 
Dr.  Susan  Blumenthal,  Deputy  Assistant 
Secretary  for  Women's  Health.  We  want  to 
continue  supporting  conferences  like  this  in 
your  region,  and  would  like  to  know  from 
you  what  the  next  topic  should  be,  and  how 
we  can  participate  with  you. 

We  also  want  to  know  from  you  how  we  can 
help  the  efforts  in  your  region.  In  fact,  during 
my  talk  I'm  going  to  go  through  some  of  the 
priorities  and  concerns  that  we  have  in  the 
Office  on  Women's  Health,  but  I'd  like  you  to 
write  dow^n  on  a  piece  of  paper  what  you 
think  we  could  do  for  you  and  how  we  can 
work  together.  Could  we  help  sponsor  a 
newsletter?  Could  we  help  sponsor  confer- 
ences or  teleconferences?  Is  there  some 
special  project  that  you  are  planning  that  we 
might  help  support?  At  least  tell  me  what  you 
think  the  major  health  issues  in  this  region 
are,  and  which  are  the  top  priorities. 

Why  has  the  Office  on  Women's  Health  been 
elevated  to  a  deputy  assistant  secretary's 
position?  Why  the  increased  interest?  You 
may  have  noticed  over  the  last  four  years  that 
the  press  has  been  drawing  attention  to  the 
fact  that  there  has  been  very  little  research  on 
women  and  that  women  have  been  under- 
represented  in  clinical  trials.  There  has  been  a 
lack  of  information  published  on  the  health 
issues  of  women  of  ethnic  minority  groups 
and  little  notice  of  their  obvious  inequitable 
access  to  health  care  services.  So  what  are  the 
priority  health  issues  for  women  as  we 
identify  them  in  Washington? 

We've  identified  four  major  health  areas 
during  young  adulthood  or  adolescence:  teen 
pregnancy;  HIV/AIDS  and  sexually  transmit- 
ted diseases;  violence;  and  psychosocial 
morbidities.  These  are  probably  the  top 
priorities  that  our  office  should  be  focusing 
on  for  this  age  group. 


In  middle  adulthood,  which  is  the  period  from 
ages  18  to  60,  the  top  cause  of  morbidity  and 
mortality  is  cancer.  There  are  also  menopause 
issues.  This  is  the  most  frequent  question  our 
office  receives:  "Should  I  take  postmeno- 
pausal hormones  or  not?"  As  with  younger 
women,  psychosocial  morbidities  appear 
again.  Depression  and  substance  abuse  also 
seem  to  be  big  problems. 

For  the  older  woman  -  age  60  and  over  -  heart 
disease  and  stroke  are  the  major  killers. 
Cancer  comes  in  second,  and  diabetes  seems 
to  be  a  pressing  concern  of  older  women, 
along  with  musculoskeletal  disorders,  depres- 
sion and  prescription  drug  use. 

When  I  started  looking  at  the  teenage  data,  I 
plotted  the  chlamydia  rates  in  the  United 
States.  If  you  look  at  the  western  states,  the 
highest  chlamydia  rates  in  the  country  appear 
in  this  region.  It  seems  the  western  states  are 
experiencing  an  epidemic. 

The  other  thing  that  we've  noticed  is  that  the 
cervical  cancer  mortality  rates  among  Black 
women  are  actually  increasing.  The  incidence 
rates  are  also  going  up.  If  you've  noticed,  of 
all  the  cancers  that  we  have  studied  over  the 
past  twenty  years,  cervical  cancer  rates 
should  not  be  increasing.  There  is  a  suspicion 
that  again,  this  is  due  to  the  sexually  trans- 
mitted virus,  HPV. 

The  Centers  for  Disease  Control  (CDC)  has 
come  up  with  a  model  that  ties  all  HIV, 
adverse  pregnancy  outcomes,  cervical 
cancers,  and  lower  fertility  (because  of 
chlamydia  exposure)  to  sexually  transmit- 
ted diseases.  CDC's  model  shows  that  if 
you  can  get  women  into  your  family  plan- 
ning clinics  and  get  them  tested  for  not  only 
cervical  cancer,  but  also  for  chlamydia  and 
other  diseases,  you  can  control  a  whole 
spectrum  of  diseases.  The  cause  of  the 
epidemic  is  not  known,  nor  has  it  really 
been  thought  about  as  it  should  be. 


Opening  Ceremonies 


The  other  thing  that  we're  interested  in, 
particularly  this  year,  is  violence  against 
women.  The  Health  and  Human  Services 
Secretary,  Donna  Shalala,  has  created  a  task 
force  chaired  by  Peter  Edelman  to  address  the 
incidence  of  violence  in  America.  For  women 
it's  particularly  crucial,  because  the  second 
leading  cause  of  death  among  women  15  to 
24  years  of  age  is  homicide.  The  leading  cause 
of  death  among  African- American  women,  15 
to  24  years,  is  homicide.  Sixty  percent  of 
homicides  among  women  result  from  some- 
one they  know,  and  the  leading  place  of  death 
for  women  is  in  the  work  place.  Did  you 
know  it's  not  safe  to  go  to  work?  1  didn't 
know  that.  In  regard  to  sexual  assault,  1,871 
women  are  forcibly  raped  every  day  in  the 
Uruted  States,  and  an  estimated  22  percent  of 
American  women  have  been  sexually  as- 
saulted. I  think  these  are  astonishing  figures. 
More  than  1.5  million  American  women  seek 
medical  treatment  for  injuries  resulting  from 
domestic  violence,  and  those  of  you  who 
work  in  emergency  rooms  actually  see  these 
cases.  If  you  look  at  the  homicide  rates,  there 
is  more  violence  reported  in  the  West  and  the 
South.  Our  office  is  going  to  take  the  lead  in 
domestic  violence  prevention.  This  is  what 
we're  dealing  with,  and  it's  going  to  be  quite 
a  challenge  to  be  able  to  curb  these  trends. 

The  next  group  of  women  that  we  focused  on 
are  middle-aged  women  -  women  over  18 
and  up  to  age  60.  What  really  strikes  us  is 
what's  going  on  with  breast  cancer  and  with 
lung  cancer.  The  lung  cancer  rates  have  been 
rising  since  1950,  and  Black  and  White 
women  are  almost  parallel  -  the  same  rates, 
and  both  are  rising.  If  you  look  at  breast 
cancer,  you  can  see  that  the  rates  for  Black 
women  are  increasing.  In  other  words,  the 
incidence  in  1990  is  higher  among  Black 
women  than  among  White  women,  which 
was  not  the  case  in  1980. 

Now  what's  going  on?  Obviously,  for  lung 
cancer  we  are  talking  about  cigarette  smok- 
ing. One  of  the  groups  that  has  reported  the 
highest  percentages  of  cigarette  smokers  in 
the  United  States  is  the  American  Indian 
population.  I  don't  know  how  many  people 
know  this,  but  it's  really  striking  to  see  the 


difference.  This  group  is  followed  by  African- 
Americans,  then  Whites,  and  then  Asian- 
Americans  with  the  lowest  smoking  rates. 

This  is  a  problem  that  we  can  prevent  -  it's 
not  exciting,  it's  not  new.  We  do  know  some- 
thing about  preventing  smoking  in  men.  I 
don't  know  that  we  know  as  much  about 
cessation  in  women.  You  look  at  lung  cancer 
rates  —  those  lung  cancer  incidence  rates 
translate  directly  into  death  rates.  Black 
women  in  this  country  have  the  highest  death 
rates  from  lung  cancer  of  any  group  next  to 
Whites,  and  you  can  see  how  it  goes  down.  If 
you  look  at  breast  cancer  rates,  again  Black 
women  have  the  highest  breast  cancer  death 
rates  of  any  group.  And  then  it's  quite  inter- 
esting to  see  how  Hispanic  women's  rates  are 
really  moving  into  third  place  in  this  ranking. 
I'm  worried  that  these  rates  are  going  to 
increase  over  the  next  few  years. 

One  of  the  causes  of  breast  cancer  is  thought 
to  be  a  high  fat  diet,  or  being  overweight.  If 
you  look  at  the  percentage  of  women  -  Black 
women,  Hispanic  women,  women  living  in 
poverty  -  all  these  groups  have  higher-than- 
average  percentages  of  overweight  women. 
In  this  country,  we  have  no  idea  how  to  help 
women  lose  weight.  So  what  are  the  top  four 
leading  causes  of  death  of  Hispanics,  Blacks 
and  Asian  Americans?  For  Hispanics,  heart 
disease  and  cancer  are  the  major  killers, 
followed  by  injuries  and  stroke.  For  Asian/ 
Pacific  Islanders,  the  top  four  are  the  same: 
heart  disease,  cancer,  stroke,  injuries.  And  for 
American  Indians,  again  the  same  thing: 
heart  disease,  cancer,  stroke,  and  injuries  are 
the  top  four  causes  of  death.  For  all  the 
populations  that  you  are  reaching  in  your 
region,  these  are  the  risk  factors  and  the 
diseases  that  we  have  to  combat. 

So  how  are  we  in  the  Office  on  Women's 
Health  going  to  address  these  diseases?  How 
can  we  help  you?  First  of  all,  we  want  to 
support  comprehensive  community-based 
health  promotion  programs  and  disease 
prevention  programs  for  women  in  any  way 
we  can.  If  you  have  ideas  on  how  we  can 
support  what  you  are  doing  in  the  area  of 
disease  prevention,  it  would  be  very  instruc- 
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tive  for  us  to  hear  from  you.  We  want  to 
promote  access  for  all  women  to  a  full  range 
of  health  care  services.  We  w^ant  to  strengthen 
research  on  diseases  in  women.  And  we  want 
to  educate  and  inform  women  about  health 
issues  and  support  health  professional  train- 
ing. In  other  words,  let's  train  the  doctors  and 
other  health  professionals  to  identify  these 
diseases  in  women. 

Finally,  the  biggest  project  that  we  have 
under  way  this  year  is  the  National  Action 
Plan  on  Breast  Cancer,  which  is  coordinated 
by  Dr.  Blumenthal  with  Fran  Visco  of  the 
National  Breast  Cancer  Coalition.  This  is  one 
of  Secretary  Shalala's  top  priorities  -  to  see  if 
w^e  can  stop  the  epidemic  of  breast  cancer. 
What  w^e  want  to  do  is  create  a  comprehen- 
sive plan  to  end  the  epidemic. 

This  year,  we  are  putting  resources  and 
activities  in  six  areas.  One  is  getting  informa- 
tion out  to  women  on  prevention  and  treat- 
ment on  the  information  superhighway. 
Second,  we  want  to  get  consumer  input  at  all 
levels  of  policy  making.  Third,  we  want  to 
find  out  what  causes  breast  cancer.  Today, 
only  about  50  percent  of  the  women  who 
develop  breast  cancer  have  a  known  cause. 
For  the  other  50  percent,  we  do  not  know 
why  this  particular  disease  developed.  There 
is  a  lot  of  concern,  and  it  concerns  more  of 
you  in  the  West,  that  the  environment  - 
pesticides,  radiation,  or  other  types  of  expo- 
sures -  may  explain  the  other  50  percent  of 
cases  w^ith  unknown  etiology. 

Fourth,  we  want  you  to  tell  us  what  your 
patients  tell  you  we  should  do  to  help  women 
get  adequate  treatment  for  breast  cancer, 
especially  access  to  clinical  trials.  Women  of 
color  are  the  least  likely  to  enroll  in  a  clinical 
trial.  What  is  a  clinical  trial?  These  are  experi- 
ments that  many  universities  have  going  on 
that  test  most  state-of-the-art  drug  treatments 
for  breast  cancer.  For  some  reason,  minority 
groups  are  not  being  recommended  and  not 
getting  into  these  trials.  They  are  not  getting 
the  state-of-the-art  treatment,  and  the  Na- 
tional Action  Plan  on  Breast  Cancer  is  going 
to  address  this  issue.  We  are  very  concerned 
about  underserved  and  at-risk  populations 


who  are  generally  not  studied,  never  in- 
cluded in  trials  and  never  researched.  Our 
goal  is  to  encourage  research  in  these  popula- 
tions. 

As  a  fifth  priority,  we  are  concerned  with  the 
women  who  have  the  breast  cancer  gene 
(BRCAl)  that  you  may  have  heard  about  in 
the  last  couple  of  weeks.  What  is  going  to 
happen  to  those  w^omen  if  they  go  to  their 
insurance  companies,  and  their  insurance 
companies  say  they  have  a  pre-existing 
condition  and  will  not  give  them  health 
insurance?  What  will  happen  when  they  go 
into  the  work  place  and  their  employers 
decide  to  fire  them  because  they  happen  to 
have  learned  that  they  have  the  gene?  We 
want  to  provide  some  protection  for  women 
who  might  be  walking  around  with  a  positive 
genetic  profile  for  breast  cancer  so  that  they 
are  not  discriminated  against  on  the  job  or  in 
health  insurance. 

Our  sixth  priority  deals  with  the  availability 
of  breast  tissue  in  national  tissue  banks  for 
wider  use  by  scientists  who  have  discovered 
new  screening  or  biomarker  tests  and  need 
tissue  quickly. 

Finally,  our  office  wants  to  find  a  new  way  of 
imaging  the  breast  -  that  is,  a  substitute  for 
mammography,  or  a  better  type  of 
mammography  for  younger  women.  You  may 
have  heard  this  year  that  the  National  Cancer 
Institute  pulled  back  its  mammography 
guidelines  for  screening  women  aged  40  to 
49. 1  looked  at  the  data  in  several  different 
studies,  and  the  answer  was  that  there  is  no 
survival  benefit  in  women  ages  40  to  49  for 
having  mammography.  Our  office  just  held  a 
conference  in  Washington  where  we  brought 
in  people  from  the  defense  and  space  indus- 
tries. These  people  can  look  at  planets  or  stars 
and  find  Uttle  spots  millions  of  miles  away. 
We  asked  why  they  could  not  focus  that 
technology  on  the  breast  and  find  a  little 
lump  in  the  same  manner.  The  point  is,  we 
put  together  for  the  first  time,  the 
mammographers  with  the  Defense  Depart- 
ment and  the  space  contractors,  and  they  are 
starting  to  talk.  The  defense  industry  says 
that  they  can  do  this  -  that  they  have  had  this 
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technology  for  ten  years.  What  we  are  trying  I  again  thank  you  for  having  us  here.  And 

to  do  is  stimulate  research  so  that  we  will  again.  Dr.  Blumenthal  sends  her  best  wishes 

have  a  better  imaging  machine  within  the  and  hopes  to  support  this  conference  and 

next  10  years.  more  like  it  in  the  future. 
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HUGH  S.  SLOAN,  D.S.W. 

Regional  Health  Administrator 

U.S.  Public  Health  Service,  Region  VII 


I'm  pleased  to  be  here  today,  and  to  welcome 
you  to  Denver.  I'm  pleased  to  see  that  the 
Office  on  Women's  Health  is,  in  fact,  going  to 
be  a  vocal  and  very  definite  spokesperson  for 
women's  health.  We  welcome  that  new  voice 
with  the  Deputy  Assistant  Secretary  for 
Health,  Dr.  Bliimenthal.  I  also  want  to  extend 
our  thanks  to  Dr.  Agnes  Donahue,  who  has 
been  a  loyal  supporter  of  regions  and  of 
women  and  minority  health. 

I  w^elcome  your  input  and  your  participation 
in  this  conference.  I  think,  as  my  colleagues 
have  said,  there  is  no  doubt  that  they  would 
like  to  hear  from  you,  and  that  is  the  beauty 
of  this  particular  conference.  This  is  not  a 
"talking  to  you"  conference.  This  is  your 
conference  to  participate  in. 

If  we  don't  say  it,  it's  going  to  get  done 
without  our  voice,  and  it's  not  going  to  get 
done  enough.  I  hope  all  of  you  will  partici- 
pate and  come  out  of  this  conference  w^ith 
some  recommendations  that  I  will  be  glad  to 
forward.  I  know^  Dr.  Cary  and  each  of  these 
colleagues  who  work  for  various  offices  in 
the  Public  Health  Service  will  be  happy  to 
carry  your  message. 

We  are  looking  at  restruchiring  the  personal 
health  care  system.  I  think  we  need  to  con- 
sider that  here  today.  We  need  to  strengthen 
and  redefine  the  public  health  system, 
w^hether  it  be  environmental  health  or  the 
regulatory  side  of  enforcement  of  health 
standards,  the  strengthening,  redefining  and 
enhancing  of  the  infrastructure  that  supports 
both  sectors  -  the  medical  and  the  health  care 
systems.  We  need  to  start  to  look  at  cultures 
and  interest  groups,  and  to  recognize  that 
each  has  a  very  important  role  to  play,  not 
only  in  this  debate,  but  in  shaping  the  future. 

The  Public  Health  Service  basically  has  six 
major  roles  that  we  are  going  to  try  to  play  as 
we  niove  dowT:\  the  health  care  reform  path. 
One,  of  course,  is  policy  development,  and 


again,  I  can't  emphasize  enough  -  policies  can 
be  influenced  by  people  like  you  and  me.  The 
second  one  is  research,  as  Dr.  Haynes  men- 
tioned. We  need  more  research,  particularly 
focusing  on  women,  and  particularly  focus- 
ing on  minorities.  Public  health  practice  -  we 
know  we  need  to  do  more  in  that  general 
arena.  Education  and  training.  Minorities  and 
women  are  under-represented  in  all  aspects 
of  our  health  care  provider  field.  We  know 
we're  not  doing  enough.  Women  are  not 
being  encouraged  enough  in  science  and 
health,  and  w^e  have  to  change  the  system  in 
that  regard. 

The  fifth  area  is  information  and  data  man- 
agement. We  know  we've  got  a  lot  of  infor- 
mation being  gathered  at  a  lot  of  various 
levels,  but  it  is  not  being  brought  together  in 
a  way  that's  always  the  most  helpful.  We've 
got  to  get  that  channeled. 

For  certain  populations,  the  delivery  of 
personal  health  care  services  is  a  responsi- 
bility of  the  Public  Health  Service.  The 
family  planning  services  that  w^e've  heard 
about,  the  community  health  centers  that 
we  sponsor,  the  homeless  programs  -  all  of 
these  are  w^hat  we  call  a  safety  net  for 
people  who  don't  have  anyw^here  else  to  go. 
Had  health  care  reform  passed,  w^e  might 
not  have  needed  some  of  these  safety-net 
programs,  but  we  are  going  to  need  them 
for  the  immediate  future.  I  hope  that  we 
can  establish  among  this  group  some  goals 
that  are  laid  out  very  well  in  the  program. 

I  think  that  this  is  one  of  the  best  organized 
conferences  that  we  have  had  the  privilege  to 
sponsor.  The  reason  it's  the  best  organized  is 
that  it  has  a  committee  made  up  of  people 
who  are  stakeholders.  This  isn't  a  federal 
conference.  This  is  your  conference,  and  I 
hope  that  we  can  achieve  the  goals  that  are 
stated,  and  that  we  can  start  a  healing  process 
to  get  us  where  we  need  to  go. 
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Thank  you  for  this  opportunity  to  speak  with 
you  today  on  these  critical  issues.  In  addition 
to  representing  the  National  Asian  Women's 
Health  Organization,  I'm  speaking  on  behalf 
of  two  collectives:  the  Women  of  Color  Coali- 
tion for  Reproductive  Health  Rights  and  the 
U.  S.  Women  of  Color  Delegation  to  the 
International  Conference  on  Population  and 
Development. 

The  National  Asian  Women's  Health  Organi- 
zation is  a  nonprofit,  community-based 
health  advocacy  organization,  committed  to 
improving  the  overall  health  status  of  Asian 
women  and  girls.  We  were  founded  with  the 
recognition  that  the  needs  and  concerns  of 
women  of  Asian  descent  are  at  the  same  time 
specific  and  diverse,  and  that  they  must  be 
addressed  within  community,  cultural  and 
linguistic  contexts.  We  are  committed  to 
redefining  privacy  and  personal  freedom 
within  the  historical  contexts  of  immigration 
laws,  concentration  camps,  lack  of  property 
rights,  and  social  decisions  made  by  others 
which  shape  the  Asian- American  experience 
in  the  United  States. 

The  Women  of  Color  Coalition  for  Reproduc- 
tive Health  Rights  was  founded  in  the  spring 
of  1992.  It  is  comprised  of  Native,  African-, 
Latin  and  Asian- American  women,  and 
addresses  reproductive  health  issues  and 
concerns  specific  to  women  of  color.  The 
mission  of  the  Women  of  Color  Coalition  is  to 
design  and  implement  a  common  agenda  that 
influences  policy,  research,  and  education  for 
reproductive  health  rights  issues,  as  broadly 
defined  by  women  of  color, /or  women  of 
color,  from  our  perspective  and  on  our  terms. 
Although  the  mainstream  women's  health 
movement  has  historically  been  perceived  as 
lacking  leadership  and  influence  by  women 
of  color,  the  fact  is,  women  of  color  have  been 


integral  to  the  leadership  of  the  reproductive 
rights  and  the  women's  health  movement  in 
the  United  States.  Women  of  color  are  present 
in  mainstream  women's  groups  in  meaning- 
ful numbers  and  positions  of  responsibility. 
At  many  mainstream  institutions,  women  of 
color  have  been  the  driving  force  behind 
implementation  of  policies  like  affirmative 
action,  pushing  for  diversity  and  more  repre- 
sentation. Women  of  color  have  urged  the 
women's  reproductive  rights  and  pro-choice 
organizations  to  expand  and  adopt  a  larger 
women's  health  and  reproductive  health 
rights  agenda.  In  addition,  the  development 
and  accomplishments  of  U.S.  women-of-color 
health  rights  organizations  have  made  a 
significant  impact  on  the  women's  health  and 
reproductive  rights  movements. 

In  spite  of  these  achievements  however, 
health  issues  for  women  of  color  populations 
are  still  often  treated  as  marginal  by  the 
mainstream  reproductive  rights  and  pro- 
choice  movements  in  this  country.  By  creating 
a  women  of  color  coalition  for  reproductive 
health  issues,  women  of  color  organizations 
can  work  as  equals  with  counterparts  from 
mainstream,  long-established  reproductive 
rights  and  women's  health  organizations  to 
set  an  agenda  which  fully  incorporates  the 
health  issues  of  women  of  color. 

THE  IMPACTS  OF  POVERTY 

The  United  States  is  perceived  as  one  of  the 
richest  countries  in  the  world.  However,  a 
large  segment  of  its  people-of-color  commu- 
nities suffer  from  historical  inequities  which 
have  never  been  addressed  in  a  systematic 
way.  Poverty  is  rampant  in  many  African- 
American  rural  and  urban  populations,  as 
well  as  in  many  sectors  of  the  La  tin- American 
and  Asian- American  populations.  Some 


Featured  Presentation 


Native  American  reservation  communities' 
unemployment  rates  are  over  50  percent.  In 
some  reservation  communities  in  Alaska, 
more  than  60  percent  of  the  population  live  at 
or  below  poverty  levels.  In  urban  inner  cities, 
African  Americans  and  Latin  Americans  have 
unemployment  rates  double  to  triple  the 
national  average.  Latin- American  and  Mexi- 
can migrant  farm  workers  in  the  agricultural 
farmlands  in  California  and  in  states  in  the 
Northw^est  and  Southwest  receive  below- 
minimum  wages  and  live  in  substandard 
housing.  Mexican  and  southwestern  factory 
workers  suffer  slave-like  conditions  and  are 
subjected  to  daily  environmental  health 
hazards.  Newly-arrived  immigrants  and 
refugees  from  Indo-China,  the  Philippines, 
Bangladesh,  Sri  Lanka,  Pakistan,  Taiwan  and 
Korea  also  work  under  slave-like  conditions 
in  low-wage  employment,  such  as  garment 
factories  and  electronic  assembly  plants. 

For  women  of  color,  particularly  single 
mothers,  poverty  means  substandard  hous- 
ing, inadequate  nutrition  and  high  rates  of 
chronic  disease  and  stress.  Women  of  color 
have  shorter  life  expectancies,  experience 
higher  maternal  and  infant  mortality,  have 
higher  incidents  of  chronic  diseases  and 
HIV/AIDS,  due  in  part  to  their  lack  of  access 
to  a  health  care  system.  African- American 
women  die  of  cervical  cancer  at  three  times 
the  rate  of  White  women,  and  die  an  average 
5.5  years  earlier  than  White  women.  Native 
American  women  have  diabetes  at  tw^ice  the 
rate  of  White  wonien.  Chinese  women  are 
twice  as  likely  to  die  from  lung  cancer  as 
White  women.  Excessive  cases  of  Hepatitis  B 
among  Asian  women  are  20  percent  higher 
than  among  White  women. 

REPRODUCTIVE  HEALTH  ISSUES 

Women  of  color  populations  also  experience 
sterilization  abuse,  inadequate  access  to 
abortion,  enforced  birth  control  methods, 
pvmitive  reproductive  health  policies  such  as 
the  Hyde  Amendment,  and  exposure  to  work 
place  health  hazards. 

The  National  Asian  Women's  Health  Organi- 
zation, along  with  other  women  of  color 


organizations,  has  carefully  followed  the 
widespread  introduction  of  contraceptive 
technology,  such  as  Depo  Provera  and 
Norplant.  We  are  very  concerned  with  the 
potential  and  actual  abuses  of  these  methods. 
We  have  seen  the  experiences  in  the  United 
States  of  women  convicted  of  substance 
abuse  during  pregnancy,  or  convicted  of  child 
abuse  and  sentenced  by  the  courts  to 
Norplant  implantation.  Incentive  programs 
offering  cash  for  implantation  specifically 
targeted  at  poor  women  have  been  proposed 
in  17  states  since  the  approval  of  Norplant  in 
1992.  Pregnant  women  of  color  who  abuse 
drugs  are  ten  times  more  likely  to  be  pros- 
ecuted and  have  their  children  taken  away 
than  White  women,  even  when  they  abuse 
drugs  at  the  same  time. 

HEALTH  ISSUES  OF  ASIAN- 
AMERICAN  WOMEN 

According  to  a  report  pubUshed  by  the  U.S. 
Commission  on  Civil  Rights  in  1992,  "Civil 
Rights  Issues  Facing  Asian  Americans  in  the 
1990s,"  Asian  Americans  are  cited  as  having 
serious  health  care  needs  that  are  not  being 
met.  This  situation  is  illustrated  by  the  case  of 
recent  immigrants,  especially  those  from  the 
Southeast  Asian  countries.  Inadequate  data 
hinders  an  examination  of  the  health  status  of 
Asian  Americans.  Because  Asian  Americans 
comprise  a  relatively  small  percentage  of  the 
population,  national  and  local  health  surveys 
have  not  until  recently  identified  Asian 
Americans  separately,  let  alone  by  various 
ethnic  subgroups.  Since  data  regarding  Asian 
Americans'  health  status  has  been  virtually 
nonexistent,  public  policy  makers  and  health 
care  professionals  have  largely  ignored  or 
misunderstood  the  important  needs  of  these 
populations. 

Mental  Health 

Mental  health  concerns  cross  ethnic,  class  and 
generational  lines  within  Asian- American 
corrununities.  Statistics  regarding  the  mental 
health  status  of  Asian  Americans  are  startling: 
elderly  Chinese-  and  Japanese- American 
women  have  the  highest  suicide  rate  of  all 
racial  and  ethnic  groups,  including  European 
Americans.  A  1987  study  of  2,800  Southeast 
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Asians  conducted  by  the  California  State 
Department  of  Mental  Health  revealed  that 
95  percent  of  them  needed  psychological 
help,  compared  with  33  percent  of  the  popu- 
lation in  general.  With  both  immigrants  and 
American-bom  populations,  there  is  often  a 
stigma  associated  with  mental  health  issues 
and  discomfort  in  discussing  emotional 
problems.  The  high  suicide  rate  among 
elderly  Chinese  and  Japanese-American 
women  has  been  attributed  to  anxiety,  de- 
pression and  the  "displaced  homemaker 
syndrome"  that  might  have  been  resolved  if 
these  women  could  have  sought  culturally 
appropriate  therapy  for  their  emotional 
distress.  High  suicide  rates  among  Asian- 
American  children  have  been  attributed  to 
pervasive  racism,  pressures  to  live  up  to 
stereotypes,  and  expectations  of  high  aca- 
demic achievement.  For  immigrant  children, 
assimilation  is  an  especially  stressful  experi- 
ence. Children  of  immigrants  are  at  high  risk 
for  developing  mental  health  problems,  as 
they  must  relate  to  two  cultures  -  one  at  home 
and  one  in  the  broader  society. 

Cancer 

As  with  the  population  in  general,  cancer  is  a 
major  health  problem  among  Asian- Ameri- 
cans. Cancer  of  the  cervix  is  more  pervasive 
among  Chinese  and  Southeast-Asian-Ameri- 
can women  than  for  European-American 
women.  A  California  study  of  167  Chinese- 
American  women  revealed  that  68  percent 
had  no  knowledge  of  the  purpose  of  a  Pap 
smear  and  69  percent  reported  no  under- 
standing of  mammograms.  Even  though 
Asian- American  women  are  the  most  likely 
to  have  health  insurance  among  women  of 
color  in  the  U.S.,  they  are  the  least  likely  to 
have  an  annual  physical,  the  least  likely  to 
have  ever  had  a  Pap  smear,  and  the  least 
likely  to  have  ever  had  a  mammogram. 

Violence 

Health,  public  health,  along  with  medicine 
and  disease,  needs  to  include  all  the  elements 
that  impact  an  individual's  overall  well- 
being.  For  instance,  gender-based  violence, 
including  rape,  domestic  violence,  mutilation, 
murder  and  sexual  abuse,  is  a  profound 
health  problem  for  women  across  the  globe. 


And  although  gender  violence  is  a  significant 
cause  of  female  morbidity  and  mortality,  it  is 
almost  never  seen  as  a  public  health  issue. 
Gender-based  violence  also  represents  a 
hidden  obstacle  to  economic  and  social 
development.  By  undermining  women's 
confidence  and  compromising  their  health, 
gender  violence  deprives  society  of  women's 
full  participation,  contributions  and  skills. 
Each  year,  countless  numbers  of  Asian- 
American  women  are  beaten,  raped,  verbally 
abused  and  murdered  by  their  husbands, 
boyfriends,  and  other  family  members.  The 
vast  majority  of  these  cases  are  not  reported, 
leaving  victims  trapped  in  physically  and 
psychologically  abusive  relationships.  The 
"silent  crisis"  of  battered  Asian- American 
women  goes  unrecognized. 

The  case  histories  of  abused  Asian-American 
women  illustrate  the  intersection  of  culture, 
legal  barriers,  racism  and  sexism.  Mrs.  X 
immigrated  from  Hong  Kong  as  a  conditional 
resident,  meaning  that  her  legal  status  was 
dependent  on  her  husband.  Upon  her  arrival 
in  New  York,  Mrs.  X's  husband  and  in-laws 
locked  her  in  a  room  and  deprived  her  of 
food,  often  for  days  at  a  time.  Like  many 
abused  women,  Mrs.  X  hoped  that  her  situa- 
tion would  improve  and  remained  with  her 
husband  and  his  family.  After  several  months 
of  deprivation  and  isolation,  she  decided  to 
leave.  In  her  attempt  to  escape,  she  fell  out  of 
a  second  story  window  and  was  hospitalized. 
Upon  her  recovery,  Mrs.  X  left  her  husband, 
but  was  forced  to  attain  "illegal"  status 
because  of  her  conditional  residency  status. 
Although  she  was  counseled  to  file  for  an 
immigration  waiver,  she  refused,  fearing 
deportation.  Current  immigration  law  allows 
for  battered  immigrant  women  to  leave  their 
husbands  and  still  retain  legal  status  in  the 
U.S.  The  law,  however,  requires  battered 
women  to  document  their  abuse  with  affida- 
vits from  police,  judges,  medical  personnel, 
school  officials  and  social  workers.  In  the 
course  of  leaving  her  abusive  situation,  Mrs. 
X  suffered  from  extreme  depression  that  was 
rooted  in  her  "shame"  over  a  failed  marriage. 

Perhaps  no  case  better  reveals  the  problems 
confronting  battered  Asian- American  women 
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in  the  criminal  justice  system  than  that  of 
Dong  Lu  Chen,  who  beat  his  wife  to  death 
with  a  claw  hanxmer  after  she  allegedly 
admitted  to  having  an  affair.  Chen,  in  a 
"cultural  defense,"  successfully  claimed  that 
he  had  been  driven  to  violence  by  traditional 
Chinese  values  about  adultery  and  was 
sentenced  to  five  years  probation. 

Occupational  Health 

Another  element  usually  not  recognized  as  a 
health  issue  is  occupational  health.  The  U.S. 
recession  has  seriously  affected  the  working 
conditions  of  Asian- American  workers.  With 
the  availability  of  unskilled  jobs  in  the  U.S. 
shriiiking  drastically,  non  English-speaking 
immigrants  often  are  forced  to  work  in 
exploitative  underground  economies  that 
have  mushroomed  in  Asian- American  com- 
munities. Consequently,  like  other  immi- 
grants who  take  these  low-wage  jobs,  low- 
income  Asian  immigrants  encounter  diffi- 
culty in  obtaining  affordable  health  care, 
usually  receiving  Httle  or  no  medical  insur- 
ance. Securing  affordable  health  care  for 
Asian  immigrants,  especially  Asian  women, 
is  further  complicated  by  language  and 
cultural  barriers. 

The  garment  industry  in  particular,  the 
economic  backbone  of  Chinatown,  exempli- 
fies the  occupational  health  hazards  endured 
by  immigrant  workers.  Recently  arrived 
women  from  China,  the  Philippines,  South- 
east Asia,  Korea,  Taiwan  and  Hong  Kong 
constitute  a  large  part  of  the  labor  pool. 
Eighty-one  percent  of  the  work  force  is 
women,  the  highest  percentage  of  women  in 
any  manufacturing  industry.  The  garment 
industry  relies  on  a  large,  low-cost  work 
force. 

Most  seamstresses  are  paid  by  piece  rate. 
Under  this  system,  garment  workers  may 
work  well  over  40  hours  a  week,  yet  only 
earn  from  $3,000  to  $6,000  aimuaUy,  despite 
federal  regulations  guaranteeing  minimum 
wage.  The  conditions  under  which  these 
women  work  rival  those  of  19th  century 
sweatshops  and  often  result  in  long-term 
health  problems  which  can  be  compounded 
by  lack  of  health  insurance. 


Exposure  to  unsafe  levels  of  airborne  con- 
taminants, such  as  cotton  and  synthetic  dust 
from  formaldehyde,  is  exacerbated  by  poor 
ventilation.  This  frequently  leads  to  lung 
ailments.  Child  labor,  a  clear  violation  of 
federal  labor  laws,  is  becoming  an  increas- 
ingly common  occurrence  in  the  garment 
industry.  Not  only  does  child  labor  increase 
the  amount  of  piecework  a  woman  can 
complete,  it  also  covers  the  problem  of  child 
care  while  both  parents  work. 

Another  common  violation  in  the  garment 
industry  is  nonpayment  of  wages.  Factory 
owners,  citing  the  recession  and  the  flight  of 
garment  production  overseas,  often  withhold 
w^ages.  Such  severe  exploitation  is  possible 
because  new  immigrants  are  easily  intimi- 
dated. Unaware  of  labor  laws,  workers  often 
fail  to  realize  that  they  are  being  abused  or 
that  regulations  are  being  broken. 

CONCLUSION 

We,  the  Women  of  Color  Coalition  for  Repro- 
ductive Health  Rights,  are  here  to  speak  out 
against  violations,  abuses  or  denials  of 
women's  rights,  and  to  advocate  for  more 
socially  just  economic  and  social  develop- 
ment policies,  which  all  impact  on  a  woman's 
overall  health  status.  In  looking  to  the  future, 
governments  have  considerable  power  to 
improve  the  health  outlook  for  their  female 
citizens  if  they  are  willing  to  enact  and  pro- 
mote gender  inclusive  policies  and  to 
strengthen  women's  health  services.  Effective 
policy  reform  must  include  not  only  changes 
in  the  health  delivery  system,  but  also  efforts 
to  redress  social,  educational  and  economic 
inequities.  Resources  shovdd  be  made  avail- 
able to  eliminate  both  the  internal  and  exter- 
nal forces  that  adversely  impact  families,  e.g. 
inadequate  access  to  education,  health  care 
and  shelter,  as  well  as  political,  social  and 
cultural  oppression,  violence,  war,  racism, 
classism  and  sexism.  And  finally,  women  of 
color  must  be  equal  participants  in  the  deci- 
sion-making processes  on  all  issues  concern- 
ing envirorunent,  development  and  popula- 
tion activities. 

Based  on  the  fact  that  U.S.  women  of  color's 
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perspectives  were  excluded  from  policies 
made  at  previous  world  population  confer- 
ences, we  resolved  to  express  our  position 
and  concerns  this  time  around.  This  is  why 
we  formed  the  U.S.  Women  of  Color  Delega- 
tion to  the  hiternational  Conference  on 
Population  and  Development.  Twenty 
women  of  color  represented  this  delegation  in 
Cairo,  where  we  made  a  significant  impact 
and  our  language  recommendations  were 
included  in  the  final  UN  Programme  of 
Action.  A  position  statement  on  issues  of 
population,  reproductive  health  and  sustain- 


able development  which  reflects  the  women 
of  color  communities  is  available. 
The  members  of  the  Delegation  and  the 
Women  of  Color  Coalitton  for  Reproductive 
Health  Rights  are  all  activists  and  are  em- 
ployed by  regional  or  national  organizations 
that  work  to  empower  women  and  people  in 
our  respective  communities.  We  will  continue 
to  advocate  collectively  and  in  our  own 
organizations  to  ensure  that  the  voices  and 
issues  of  women  of  color  are  heard  and  to 
ensure  our  needs  are  addressed  in  the  na- 
tional and  international  forums. 
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Special  Session 

"Healing  Our  Inner  Selves" 

Cecelia  Fire  Thunder  (Oglala  Sioux) 
Soutti  Dal<ota  Department  of  Healtii  and  Medical  Services 

and 

Theda  New  Breast-Ramos,  M.RH.  (Blackfeet) 

The  Circle,  Inc. 

(Note:  The  following  presentation  was  printed  from  a  direct  transcript  of  the  proceedings  and  has  not 
been  edited  by  the  presenters.) 


Cecelia:  First  of  all,  I  would  like  to  greet  you 
in  my  language.  (In  Lakota)  "I  greet  you  all 
with  a  warm  hand  shake  with  good  feelings 
from  my  heart." 

Theda:  Cecelia  and  1  think  so  much  alike. 
When  we  were  coming  here,  I  said,  "You 
know  Cecelia,  we're  recovering  wizards, 
everyone  expects  us  to  fix  things,"  and  we 
looked  at  each  other  and  both  said  "huh?" 

We  got  up  early  and  w^ent  for  a  two-hour 
w^alk  this  morning  to  walk  and  pray.  We 
prayed  for  all  of  you  so  that  we  coiild  all  be 
in  a  good  way  with  each  other  today. 

My  English  name  is  Theda  Newbreast- 
Ramos,  but  that  may  be  changing  soon.  I'm 
another  woman  in  transition.  You  know, 
when  you  make  that  last  dip  through  your 
addictive  relationship,  you  sometimes  have 
to  toss  a  person  to  the  side.  My  Indian  name 
is  Oakstokoma,  and  that's  niy  real  important 
name.  My  grandma  named  me  when  I  was 
about  four-and-one-half .  I  had  a  purse  with  a 
bunch  of  papers  in  it,  and  she  named  me  that 
because  Oakstokoma  means  a  mole  or  a 
mouse-like  being.  Moles  are  never  caught  off 
guard,  they  always  have  a  lot  of  food  for 
winter,  and  they're  always  busy.  She  saw 
those  characteristics  in  me,  so  she  gave  me 
that  name.  I  hold  my  name  dearly  and  honor 
how  much  that  means  to  me  in  my  own 
spiritual  journey  home  within  myself  and  my 
own  physical  journey  home  to  live  and  stay 
on  my  reservation. 

Cecelia:  My  Indian  name  is  literally  trans- 
lated, "good-hearted  woman,"  but  actually,  it 


means  a  positive-thinking  woman.  I  was 
given  the  name  before  I  was  five.  My  elders 
looked  at  me  as  I  grew  up,  and  they  could 
determine  what  type  of  character  or  person  I 
was  going  to  be,  and  they  gave  me  a  name 
that  guided  me  no  matter  where  I  went. 

I'm  48  years  old,  and  I'm  really  proud  of  it.  I 
just  had  a  birthday,  and  the  best  part  about 
being  48  is  that  my  waistline  and  my  age  are 
catching  up  -  balance  and  harmony.  After  you 
get  to  a  certain  age,  you  don't  care  whether 
you  have  a  waistUne  or  not.  I  mean,  you  have 
a  good  heart.  People  love  you.  That's  all  that 
matters.  I've  given  up  wearing  Wranglers, 
but  they  told  me  they  have  polyester 
stretchables  now.  Every  time  I  put  on  a  pair 
of  jeans,  when  I  walk  the  other  way,  I  look 
like  a  burrito.  All  kinds  of  bumps.  I  also 
found  out  that  if  you  w^ear  tight  jeans,  you 
can't  breathe.  The  other  thing  is,  w^hen  you 
wear  tight  jeans,  your  legs  don't  work  as 
well.  It  just  cuts  off  your  blood  supply  and 
your  toes  turn  blue.  Then,  after  a  while,  your 
legs  cramp  up.  It's  better  to  wear  big,  old, 
nice  stretchable-waist  skirts. 

Theda  and  I  met  back  in  the  70s  in  California. 
We're  both  California  kids.  I  went  to  Los 
Angeles  in  1963  on  relocation.  In  1967, 1 
moved  to  San  Diego,  until  1987,  when  I  came 
home.  I  w^ent  back  to  my  home  where  I 
belonged,  where  my  heart  is.  We're  urban 
Indian  girls,  and  we're  reservation  Indian 
girls.  So  we're  all-round.  Like  an  all-round 
cowboy. 

Theda  and  I  share  our  relationship  with 
women  of  color.  Living  in  Los  Angeles  and 
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San  Diego,  we  worked  together  -  African- 
American  women,  Asian-American  women, 
Mexican- American  women,  Indian  women, 
all  kinds  of  women.  We  were  all  at  the  same 
place,  helping  and  supporting  one  another. 
We  considered  ourselves  bicultural,  and  at 
the  same  time  multicultural  because  we  lived 
with  people  of  many  different  nationalities, 
backgrounds  and  races.  Through  that  experi- 
ence, we  were  able  to  see  the  world  a  little  bit 
differently  than  some  of  our  relatives  back 
home  on  the  Indian  reservation  who  only  see 
the  world  through  one  lens.  Those  experi- 
ences have  also  helped  shape  and  guide  us  in 
how  we  see  the  world  and  have  defined  how 
we  are  able  to  translate  our  experiences  for 
the  people  in  our  community. 

Theda:  What  takes  our  energy?  How  many 
of  you  can  identify  with  those  spinning  plates 
that  you  see  on  poles  in  circuses?  Just  as  one 
is  just  about  ready  to  topple,  the  magician 
adds  a  couple  more?  It  is  easy  to  get  over- 
whelmed! 

I'm  38  years  old,  and  Cecelia  and  I  are  like 
sisters,  but  sometimes  Cecelia  feels  like  my 
mother,  and  sometimes  I  feel  like  her  mother. 
In  my  culture,  we  really  believe  that  the  way 
to  learn  is  by  sharing  each  other's  story.  So  to 
begin  with,  we  were  thinking  of  stories  that 
have  impacted  many  women  of  color,  and  I 
knew  I  wanted  to  share  the  Seal  Skin  Story 
w^ith  you.  Imagine  our  great-great  grand- 
mother was  sitting  on  her  mother's  lap.  Now 
I  know  this  story  best  from  the  Alaskan 
Native  version.  However,  the  story  is  also 
told  in  other  parts  of  the  world  —  by  Scottish 
people,  by  any  people  who  lived  near  the 
ocean  or  near  the  water. 

The  Seal  Skin  Story:  A  man  chooses 
to  live  like  a  hermit.  He  chooses  to  go 
out  and  live  by  himself,  and  to  make 
his  own  dwelling.  He's  a  hunter.  He 
has  his  own  canoe.  He  makes  his  own 
weapons  to  hunt  with,  and  he  stays  by 
himself  because  this  is  what  gives  him 
comfort.  He  has  total  control  of  his 
environment.  Something  happens  to 
this  hunter  as  he  stays  out  in  his 
dwelling.  He  starts  to  yearn  for  hu- 


man companionship.  He  starts  to 
want  to  have  a  conversation  with 
another  human  being.  He  starts  to 
want  to  see  another  human  being.  He 
starts  to  miss  the  companionship  of  a 
woman.  This  feeling  creeps  up  on 
him,  and  the  more  it  creeps  up  on 
him,  the  faster  he  tries  to  go  and  the 
busier  he  tries  to  keep.  He  goes  out 
before  the  sun  comes  up  and  he  hunts 
all  day.  He  checks  his  traps.  He  comes 
home,  he  prepares  his  food.  But  that 
feeling  comes  to  him.  When  this 
feeling  comes,  it  hits  him  in  his  stom- 
ach, in  his  soul,  in  his  spirit.  It's  like 
he's  so  sad  that  he  wants  to  cry,  but  he 
can't  let  the  tears  come. 

So  this  man  lives  like  this  for  a  while. 
One  day,  while  in  his  canoe,  he  de- 
cides that  he's  going  to  hunt  this  one 
area.  But  he  finds  no  fish.  He  not  only 
has  nothing  to  eat,  but  that  feeling 
starts  to  creep  into  him.  It  starts  to 
come  into  his  stomach  -  it's  like  he's 
thirsty.  He's  thirsty  to  hear  another 
human  being  talk.  As  he's  feeling  this 
thirst  for  another  human  being's 
companionship,  he  hears  this  sound  in 
the  distance.  It  starts  to  give  him 
goose  bumps,  like  it's  giving  me  right 
now.  It  sounds  like  whales  singing.  So 
he's  drawn,  almost  magnetized,  to 
where  this  sound  is.  As  he  gets 
closer  to  where  the  sound  is  coming 
from,  he  remembers  the  stories  of 
when  he  was  growing  up  about  the 
seals  that  could  take  off  their  seal 
skins  and  become  humanlike.  Be- 
cause as  he  looks  over,  he  sees  the 
sound  is  coming  from  a  group  of 
naked  women  who  are  dancing  on 
the  rocks.  They  are  frolicking.  Their 
hands  are  frolicking.  It's  almost  like 
their  feet  aren't  touching  the  ground. 
They're  dancing,  and  they  are  play- 
ing, and  they  are  laughing,  and 
they're  hugging,  and  they're  having 
a  w^onderful  time.  He's  so  mesmer- 
ized by  the  sound  that  they're  mak- 
ing, he  drops  his  oars.  He's  just  not 
paying  attention. 
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As  he  gets  closer,  he  sees  where 
they've  taken  off  their  seal  skins. 
These  are  those  beings  that  he  heard 
about  in  legends.  As  he  gets  closer, 
this  yearning,  this  pain  that  he  feels 
inside  grows,  and  he  says,  "I  want  one 
of  them."  So  he  takes  one  of  the  seal 
skins,  and  he  hides  it  under  his  parka. 
As  they  finish,  each  goes  over  and 
puts  on  her  seal  skin.  They  jump  back 
into  the  water  and  they  return  home. 
But  one  tall,  beautiful  woman  contin- 
ues to  walk  aroxind,  looking  for  her 
seal  skin.  She  can't  find  her  seal  skin. 
He  comes  from  behind  the  rock,  and 
he  says,  "I  have  your  seal  skin."  She 
looks  into  his  eyes,  and  being  the 
creature  that  she  is,  she  can  see  his 
pain.  He  says  to  her,  "If  you  come  and 
be  my  wife  for  seven  summers,  I  will 
give  you  back  your  seal  skin".  She 
looks  into  his  eyes  and  being  the 
compassionate,  nurturing,  loving 
being  that  she  is,  she  agrees. 

So  they  live  in  blissful  love  and  har- 
mony for  the  first  two  or  three  years. 
They  have  a  child,  a  son.  They're 
companions.  They  talk  and  they  Hsten 
to  each  other.  But  something  starts  to 
happen  in  the  fourth  or  the  fifth  year. 
She  looks  at  herself  and  her  skin  is 
very  dry,  it  begins  to  crack.  Her  eyes 
that  sparkled  are  beginning  to  get 
dull.  As  time  passes,  she  finds  herself 
groping  along  the  wall,  because  she 
can't  see  very  well.  She  was  a  pleas- 
antly plump,  voluptuous  woman.  She 
has  now  become  skinny  (you  know, 
like  when  you're  on  low-fat  diets).  She 
goes  to  her  husband  and  asks,  "Can 
you  give  me  back  my  seal  skin?  I  need 
my  seal  skin,  or  I'm  going  to  die."  He 
says,  "No."  He  says,  "No,  I  can't  give 
you  back  your  seal  skin.  If  I  give  you 
back  your  seal  skin,  you're  going  to 
leave  me."  So  it  sets  the  drama.  What 
happens  from,  that  point  is  a  dynamic 
between  the  man  and  the  woman  -  of 
him  berating  her,  of  her  asking  for  her 
seal  skin  back,  asking  for  what  she 
needs,  and  him  saying  no.  So  this 


cycle  goes  on  and  she  cries  herself  to 
sleep  night  after  night. 

The  young  son  hears  this,  and  he 
wants  to  do  something  because  he 
loves  his  mom.  He  cries  himself  to 
sleep,  and  he  dreams.  He  hears  his 
name,  "Akook,  Akook."  He  wonders 
"Am  I  dreaming,  or  is  this  real?"  He 
gets  up  out  of  his  bed,  and  he  realizes 
that  the  soimd  is  real.  He  goes  down 
to  where  the  sound  is  coming  from. 
It's  coming  from  the  water.  As  he 
walks  up  to  the  water,  all  he  sees  is 
this  big  gray-haired  seal.  The  big  gray- 
haired  seal  tells  him,  "Akook,  you 
must  get  back  your  mother's  seal  skin, 
and  give  it  to  her  or  she  will  die.  I  will 
tell  you  where  it's  hidden."  So  he  tells 
him  where  it's  hidden.  Then  the 
young  man  has  a  dilemma.  He  thinks, 
"God,  I've  gotta  get  my  mom's  seal 
skin  back  -  she'll  die.  But  if  I  give  it 
back  to  her,  she's  going  to  leave," 
because  that's  what  he's  heard.  So 
finally,  he  struggles  with  himself  and 
he  decides  to  go  get  the  seal  skin.  As 
he  goes  to  where  it's  hidden,  he  finds 
it  folded.  As  he  imfolds  it,  he  smells  it, 
and  it  smells  hke  his  mom,  and  the 
smeU  goes  through  him,  and  it  tingles 
through  him,  and  he  realizes  it's  her 
soul.  He  realizes  he'll  never  lose  her, 
because  she  is  in  him. 

So  he  decides.  He  takes  the  seal  skin, 
and  he  brings  it  to  his  mother,  and  he 
gives  her  back  the  seal  skin.  And  she 
takes  it,  and  she  immediately  puts  it 
on,  and  she  feels  better.  Her  eyesight 
increases,  and  she  just  feels  better. 
And  then  as  she's  feeling  better,  she 
gets  cautious.  She  says,  "We  have  to 
go.  If  we  stay,  your  father's  going  to 
keep  me  as  a  prisoner."  So  they  leave. 
She  takes  air,  and  she  breathes  air  into 
him  and  they  go  down  underneath 
the  water.  And  when  they  get  down 
there,  the  other  seals  say  to  them,  "It's 
not  his  time.  We'll  give  you  seven 
days,  but  you  must  send  him  back 
up."  So  they  eat  together,  they  hug 
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together,  they  love  each  other,  they 
"be"  together.  But  ultimately,  they 
spend  the  last  day  crying  because  they 
have  to  take  Akook  back  up  to  the 
earth-world.  Now  Akook  is  taken 
back  up. 

This  story  is  frequently  told  over  days  and 
weeks.  Since  we're  not  going  to  be  together, 
I've  told  you  a  short  version.  Wouldn't  it  be 
nice  if  we  were  together  for  days  and  weeks, 
just  kind  healing  together  as  women?  Each  of 
you,  as  you  hear  that  story,  will  have  your 
own  feelings  and  your  own  reactions.  That  is 
for  your  Spirit  to  decide.  As  Cecelia  and  I 
talk,  we'd  like  to  share  with  you  how  we've 
found  our  seal  skins  and  how  our  seal  skins 
were  almost  taken  away  from  us  as  Native 
women. 

We're  looking  at  all  those  who  own  a  part  of 
us  and  who  take  our  energy.  No  wonder  our 
seal  skins  fall  down  around  our  ankles  some- 
times. We  would  like  you  to  think  about  how 
you  are  working  on  healing,  so  that  you  can 
keep  your  seal  skins  and  be  with  your  fami- 
lies, and  be  with  your  communities,  and  be 
with  your  work.  How  do  we  do  that  so  that 
we  feel  okay? 

Cecelia:  A  friend  of  ours  who  used  to  live  in 
Washington,  D.C.  recently  packed  up  her 
bags  and  her  kids  and  moved  back  to  her 
reservation  because  she  was  losing  her  seal 
skin.  She  felt  she  was  losing  everything  she 
believed  in,  even  herself,  by  living  in  Wash- 
ington, D.C. 

I  don't  like  the  term  minority,  and  I'd  like  to 
try  to  get  it  out  of  our  language.  Minority 
implies  a  condition  of  "less  than"  -  I'm  sure 
not  less.  I've  got  plenty  here.  So  maybe  a  part 
of  the  objective  for  the  next  three  days  is  to 
redefine  who  we  are,  and  use  a  much  more 
compassionate  term  to  describe  who  we  are. 

My  own  journey  has  been  to  try  to  determine 
what  went  wrong.  That's  the  bottom  line. 
When  you  look  at  the  condition  of  our  com- 
munity, be  it  inner-city,  small-town  America, 
or  Indian  reservation,  there  are  a  lot  of  things 
that  are  wrong.  And  everybody  wants  to  find 


solutions  for  what's  wrong.  We  pass  legisla- 
tion. We  pump  money  here  and  there  to  try  to 
correct  what's  wrong.  On  my  own  journey,  I 
used  to  try  to  fix  what  was  wrong.  I  realized 
eventually  that  I  absolutely  have  no  power  to 
change  the  world.  It's  so  messed  up  and 
crazy.  I  can't  fix  the  United  States.  Look  at  all 
of  the  problems  we  have  in  our  own  country. 
Of  course,  1  can't  fix  South  Dakota,  nor  can  I 
fix  Pine  Ridge  reservation.  Then  I  came  to 
realize  I  couldn't  even  fix  my  own  family. 
One  day,  I  realized  there's  only  one  person  I 
can  fix:  me.  The  only  power  I  have,  and  the 
only  thing  I  can  fix,  is  myself.  That's  all!  This 
is  where  the  answer  lies.  We  have  to  work 
from  within  outward,  and  not  outward  in. 
The  answer  lies  within  each  and  every  one  of 
us.  The  answer  lies  in  the  willingness  to  take 
that  journey,  to  come  to  a  place  of  balance 
and  harmony  within  myself.  As  I  become 
well  and  balanced,  my  vision  changes.  My 
world  changes.  1  see  things  differently.  I  feel 
differently.  If  I  love,  honor  and  respect  my- 
self, all  of  me,  then  I'm  able  to  love,  honor 
and  respect  other  people.  So  love  and  honor 
begins  here  first. 

We  talk  about  all  of  the  "isms"  that  we  have 
to  deal  with  -  racism,  sexism,  homophobia. 
We  can't  shake  the  magic  wand  over  every- 
body and  just  say,  "After  today,  we're  all 
going  to  feel  good  about  everybody,  we're 
going  to  love  and  honor  everybody."  It 
doesn't  work  that  way. 

So  as  I  began  working  more  and  more  on  n^e, 
and  began  to  understand  who  I  am,  I  was 
able  to  see  n-iy  community  in  a  different  way  . 
One  of  the  things  that  we  have  to  recognize 
(and  it's  probably  the  hardest  part  of  being  a 
woman  of  color)  is  that  all  of  the  things  that 
happened  before,  whether  it  be  our  great- 
grandparents  and  our  grandparents,  all  the 
trauma  that's  ever  happened  to  us  in  commu- 
nities, in  our  race,  affects  us  today.  We  still 
carry  the  pain  of  all  the  generations  that  went 
before  us.  Yet,  we  have  not  taken  that  knowl- 
edge and  translated  it  into  the  norms  of  the 
communities  that  we  come  from,  so  that  they, 
too,  can  understand  what  it  is  that  is  being 
talked  about  here,  and  how  those  things  play 
a  great  role  in  the  wellness  of  our  communities. 
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When  we  say  wellness,  it  has  nothing  to  do 
with  physical  w^ellness.  It's  the  entire  mind, 
heart,  body  and  spirit. 

The  spirit  is  a  very  integral  part  of  our  bal- 
ance. Everybody  talks  to  the  Creator  in  their 
own  way.  Everybody  identifies  the  Creator  in 
their  own  way.  I've  always  heard  that  I  was 
made  in  God's  image.  I  said,  "Gotta  be  an 
Indian  woman."  Wouldn't  it  be  a  great  big 
surprise  if  God  was  a  woman?  And,  of 
course.  She  is,  because  I'm  a  spiritual  person, 
and  how  we  each  relate  and  talk  to  the  Cre- 
ator in  our  own  way  is  the  best  way.  If  I  feel 
that  when  I  talk  to  the  Creator,  she's  an 
Indian  woman,  I'm  going  to  tell  her  the  truth 
about  how  I  feel.  While  talking  to  a  man,  I'll 
say,  "It's  none  of  your  business."  Each  of  us 
has  our  own  spirit  inside  of  us.  We  know  that. 
So  not  only  do  we  have  to  nurture  our  minds, 
our  hearts  and  our  bodies,  we've  got  to 
nurture  our  spirit,  too.  Because  it's  that  spirit, 
the  strong  spirit,  that  sustains  us  and  gets  us 
through  the  worst  times  of  our  lives.  I'm  sure, 
collectively  in  this  room,  there  are  m.any, 
many  stories  of  trauma  and  pain.  There  are 
many,  many  experiences  of  trauma  and  pain. 
Without  a  strong  spirit,  would  you  have 
made  it  this  far  in  life?  I  don't  think  so.  Part 
of  what  we  have  to  do  in  women's  health  is 
not  only  talk  about  reducing  our  risks  of 
cancer  and  diabetes,  we've  got  to  be  talking 
to  our  sisters  about  our  spiritual  well-being 
and  helping  all  of  us  recognize  the  impor- 
tance of  that  spirit. 

Theda  and  I  used  to  close  Indian  bars  in  San 
Francisco,  in  Oakland,  and  Los  Angeles,  and 
when  we  were  out  there,  we  were  lost  and 
lonely.  We  had  our  share  of  partying  and  of 
being  abusive  mothers.  And  I'm  a  recovered 
child-abuser.  I  abused  my  children  in  many 
different  ways.  As  we  begin  this  journey  in 
forgiving  ourselves,  we  are  able  to  tell  our 
own  stories.  We  are  able  to  share  with  other 
won\en  that  we've  been  there.  But  we've  been 
able  to  transcend  it,  mostly  by  forgiving 
ourselves,  and  asking  the  Creator  to  forgive 
us,  and  that's  aU  you  have  to  do.  It  doesn't 
matter  what  anyone  else  thinks  about  you.  As 
long  as  you  love  yourself,  you  know  the 
Creator  loves  you.  To  reach  that  point  sounds 


simple,  but  it  is  hard.  As  we  began  to  under- 
stand more  and  more  of  w^hat  went  wrong, 
we  were  able  to  translate  it  and  put 
overheads  together.  (How  many  of  you  have 
taken  Transparency  101?) 

We've  been  working  at  different  levels  across 
the  nation  with  other  Native  people,  and 
we've  had  an  opportunity  to  spend  time 
together,  and  just  talk  and  talk.  Through  that 
talking  and  processing,  we  were  able  to  find 
those  things  we  have  in  common,  whether  in 
the  Pacific  Northwest,  the  plains  of  Montana, 
the  Southwest,  with  Navajo  or  Hopi.  We  have 
so  much  in  common  as  Native  people,  that 
Theda  and  I  were  able  to  translate  our  indi- 
vidual experiences  into  tribal  life  experiences. 
We  also  noticed  that  all  people  of  color  have 
histories  to  deal  w^ith,  traumas  that  w^e  have 
all  faced,  whether  it  be  your  ancestors  carried 
on  those  ships  from  the  shores  of  Africa  or 
witnessing  whole  villages  wiped  out.  That's 
what  we  call  cultural  memory.  You  could  be 
five  generations  removed,  but  that  pain  is  still 
inside  of  you.  There  are  many  Indian  people 
in  Mexico.  In  fact,  all  of  Mexico  is  Indian.  Yet, 
people  say  they're  Spanish.  There  are  shame 
issues  involved  there. 

I  am  an  exaniple  of  real  diversity.  I've  got 
Indian,  Lakota,  Cheyenne,  Crow,  Mexican 
and  French  -  just  a  really  dynamic  piece  of 
person  here.  So  I  moved  out  of  being 
ashamed  of  all  of  them  to  embracing  the 
diversity  inside  of  me,  and  acknow^ledging 
that  everyone  of  those  ancestors  gave  me  the 
gift  of  who  I  am.  Moving  out  of  the  shanie 
and  embarrassment  of  being  a  mixed  blood  to 
being  a  diverse  person  was  part  of  my  heal- 
ing. Theda  and  I  have  taken  this  information, 
and  we've  translated  it  as  much  as  we  could 
to  help  other  people  come  to  terms  with  who 
they  are.  There  has  been  much  trauma  and 
pain  in  our  history  -  as  a  race  of  people,  as  a 
nation,  as  a  commtmity,  and  as  a  farnily 

Sometimes,  we  have  to  deal  with  the  diver- 
sity issues  in  our  own  family.  In  my  state  of 
South  Dakota,  I  asked  some  people  last  week, 
"How  are  we  going  to  deal  with  the  White- 
Indian  relations  when  we've  got  to  take  care 
of  our  own  relations  and  our  own  family?" 


17 


Special  Session 


Half  of  my  cousins  look  like  White  people, 
and  the  other  half  look  like  Indians,  and  we 
have  lateral  oppression.  We  oppressed  each 
other  because  some  are  lighter  and  some  are 
darker.  In  my  language,  we  even  have  op- 
pressive words  and  descriptions.  In  Lakota, 
we  differentiate  those  who  are  dark  and  those 
who  are  light.  In  my  growing  up,  more  value 
was  placed  on  those  who  were  lighter.  Those 
who  were  lighter  received  much  greater 
attention  and  nurturing  and  guidance  than 
those  who  were  darker.  So  if  you  were  dark, 
you  weren't  as  valuable.  So  we  begin  to 
understand  all  of  this  stuff,  and  to  start 
working  in  our  own  communities  to  under- 
stand and  get  our  people  to  heal  from  the 
pain  of  trauma.  We  begin  to  come  to  terms 
with  diversity  within  our  own  communities 
and  families  and  to  understand  the  trauma  of 
our  nations. 

In  my  community,  we  have  a  trauma  called 
Wounded  Knee,  the  wiping  of  tears.  In  1976, 
we  had  another  Wounded  Knee,  the  1973 
takeover.  It's  been  21  years,  and  that  movie 
Lakota  Woman  opened  up  old  wounds  when 
we  were  starting  to  heal.  So  we  have  to  have 
another  wiping  of  tears.  Here  again,  there  are 
no  winners  or  losers  in  my  community.  We 
have  to  learn  how  to  develop  the  attitude  of 
win-win  and  move  forward  if  we're  to  be  a 
healthy,  strong  nation.  My  nation  must  heal 
the  wounds  of  all  of  those  things  -  Wounded 
Knee,  the  onset  of  boarding  schools  (a  tre- 
mendous disservice  and  pain  was  created 
because  of  the  boarding  school  era),  the  TB 
epidemic. 

When  we  look  at  all  of  those  things,  our 
community  needs  to  know  what  we  know. 
They  need  to  learn  to  cry  and  grieve  and  let 
those  pains  go.  As  we  become  well,  we  must 
go  back  into  our  communities  and  let  them 
know  what  we  know.  And  we're  going  to 
make  them  cry,  and  we're  going  to  make 
them  laugh,  but  most  importantly,  they're 
going  to  let  go  of  some  of  the  stuff  that 
they've  been  carrying  around  for  generations 
and  generations  and  generations.  That's  what 
we  mean  when  we  say  we've  got  to  begin 
healing.  I  think  that  we  can  lead  the  way.  I 
think  we  have  been  leading  the  way. 


Theda:  What  takes  your  energy  and  how  do 
we  take  care  of  ourselves,  and  what  do  we 
need  to  be  okay?  How  many  of  you  think 
about  your  healing  around  your 
biculturalism?  We've  been  educated  in  the 
mainstream  and  alienated  from  our  own 
people.  As  Cecelia  and  I  travel  around,  we 
hear  stories  from  women,  and  we  share  some 
of  our  own  personal  stories  because  there  is 
power  in  them. 

I  like  to  talk  about  the  bicultural  person.  I 
was  born  and  raised  on  my  reservation  until  I 
was  about  eight.  I  thought  the  whole  world 
was  Blackfeet  because  I  saw  no  Black  people, 
no  Asian/Pacific  Islanders,  Samoans,  Latinos, 
Cambodians  -  the  54  entities  that  we  stuff 
under  that  label.  I  saw  very  few  White 
people,  and  what  I  was  told  about  them,  I 
didn't  like.  My  mother  and  father  were  16 
years  old  when  they  married.  My  mother  was 
17  by  the  time  she  had  me  and  that  was 
normal.  She  had  all  five  of  my  brothers  and 
sisters  by  the  time  she  was  22  years  old  and 
that  was  normal.  I  was  reared  by  my  whole 
extended  family.  I  had  many,  many  parents. 
Now  I  can  look  back  on  that  and  feel  very, 
very  grateful  for  that,  because  1  had 
Grandma,  Grandpa,  Grandma,  Grandpa, 
Uncle,  Auntie,  Uncle,  Auntie,  Uncle,  Auntie, 
Auntie,  Auntie,  Auntie,  Uncle,  Auntie,  cous- 
ins. We  went  on  relocation  to  Oakland, 
California,  in  1964,  with  dreams  of  a  better 
life.  My  mother  thought  California  would 
have  orange  trees  everywhere  and  everybody 
would  be  out  on  the  beach.  She  got  off  the 
train  with  five  children  (my  youngest  brother 
was  19  months  old),  very  little  money,  and 
our  stereotypes.  The  taxi  driver  took  us  for  a 
ride  so  he  took  most  of  our  money.  I  remem- 
ber my  parents  had  something  like  $11  left. 
We  stayed  in  a  hotel  for  four  or  five  months 
because  the  relocation  agency  hadn't  found 
us  a  place  to  live.  Just  saying  this  I  have  to 
take  a  deep  breath. 

I  want  to  encourage  you  to  take  a  look  at 
your  own  bicultural  journey,  because  I  had 
blocked  out  what  it  was  like  way  back  there.  I 
came  home  from  school,  and  my  mother 
found  me  in  a  fetal  position,  sobbing  behind 
the  door.  She  said,  "Nellie,  what's  wrong?" 


18 


Special  Session 


(She  calls  me  Nellie.)  "What's  wrong?"  I  said, 
"Mom,  there's  no. ..there's  no  Blackfeet  kids  at 
that  school.  Everybody's  Black  at  the  school. 
There's  no  Blackfeet."  I  cried  out  to  her,  and 
what  I  was  experiencing  w^as  the  first  internal 
pain  that  a  bicultural  person  experiences.  1 
was  looking  for  my  people,  and  they  weren't 
there.  (It's  okay  to  cry.  We  cry  a  lot.  We  were 
talking  about  getting  tattooed  eye  Hner 
because  we  cry  too  much  to  even  wear 
eyeliner  any  more).  1  share  that  with  you 
because  that's  part  of  who  I  am. 

I  grew  up  in  mainstream  culture,  and  1  am 
many  things.  I'm  a  recovering  alcoholic.  I'm  a 
recovering  codependent.  I'm  a  recovering 
violent  person.  My  last  violent  act  was  April 
6, 1982,  and  I'm  proud  of  that.  1  had  such 
internal  rage.  I  had  such  rage  -  not  oi\ly  my 
own,  but  my  parents'  rage,  and  my  grandpar- 
ents' rage  -  that  I  would  act  it  out.  I  share 
these  things  with  you  because  our  healing 
depends  on  our  acknowledging  the  stories. 
They're  stuffed  in  there,  and  they  won't 
manifest  themselves. 

For  the  longest  time,  I  learned  to  shut  down 
my  feelings.  I  was  the  oldest  child.  I  quickly 
became  the  other  parent.  When  I  was  12 
years  old,  I  used  to  go  get  the  food  stamps  - 
got  $112.  I  planned  the  meals  for  two 
weeks.  I  had  spaghetti  twice.  We  always 
had  spaghetti  twice.  I  went  to  Frye's  market 
-  we  got  the  groceries  - 1  had  all  the  meals 
planned,  and  I  cooked  those  meals,  and  I 
was  12  years  old.  That's  when  my  father's 
alcoholism  started  to  escalate.  I  realize  now 
that  my  father  was  trying  to  numb  his  pain. 
He  wasn't  a  bad  person.  He's  a  good  man. 
He's  a  good  person,  but  I  didn't  know  that 
at  the  time.  1  realize,  too,  that  my  mother 
was  trying  to  numb  her  pain.  I  see  that  now. 
I  see  my  mother,  and  my  mother  is  wonder- 
ful. If  I  could  be  half  as  good  as  she,  or  half 
of  what  she  is,  my  life  would  be  fulfilled. 
My  mother  told  us  stories  eventually,  and 
we  remembered  them.  At  first,  she  couldn't 
tell  us,  because  she  blocked  them  out. 
Alaskan  Native  people  have  this  word  for 
it.  They  call  it  "pretend  it  never  happened." 
Pretend  it  never  happened,  but  my  mom 
began  to  share  with  us. 


She  was  five  years  old  when  they  took  her 
away  to  boarding  school.  She  spoke  no 
English,  the  teachers  wouldn't  let  them  speak 
their  language.  Her  hair  was  cut.  1  can  re- 
member Aunt  Mavis  telling  me  that  because 
her  skin  was  so  dark,  the  nuns  used  to  scrub 
her  with  bleach  to  whiten  her  up.  My  mom  is 
a  communit}^  organizer,  and  was  when  she 
was  nine  years  old,  too.  She  organized  a 
break.  She  and  several  of  the  kids  at  boarding 
school  got  their  blankets  and  their  food,  and 
broke  out.  They  didn't  go  back  home  be- 
cause they  knew  the  superintendent  would 
go  to  their  houses  and  make  the  kids  come 
back.  They  made  the  break  because  they 
couldn't  rely  on  their  parents,  and  they 
weren't  going  to  stay  in  boarding  school. 
They  were  able,  in  the  middle  of  winter,  to 
survive  for  more  than  three  weeks.  Finally, 
they  sent  out  search  parties. 

1  want  to  tell  you  about  my  mother  now, 
about  what  she's  doing.  CeceHa  and  1  are  part 
of  a  team  of  about  30  Native  people.  Marjorie 
Bear  Don't  Walk  is  part  of  this  team.  We've 
learned  how  to  facilitate  a  healing  cross  called 
the  Gathering  of  Native  Americans  -  the 
GONA.  One  year  ago  today,  we  were  doing 
the  pilot  of  this  healing  in  Nevada.  1  said 
"Mom  come  up,  take  a  break."  She's  director 
of  an  American  Indian  family  heaHng  center, 
which  provides  traditional  healing  and  a  12- 
step  therapy  for  Indian  women  and  their 
children.  She  built  that  program.  1  said, 
"Mom,  you  need  a  break."  One  of  her  learn- 
ing steps  is  to  learn  how  to  take  a  break.  I 
said,  "Why  don't  you  come  up,  they've  got  a 
great  Jacuzzi  up  here.  I'll  be  working.  We  can 
have  dinner  together.  You  can  just  hang  out." 
She  said,  "Okay."  So  she  drove  up. 

It  was  one  year  ago  today.  I  remember  com- 
ing back  to  the  room,  and,  of  course,  it  had 
been  a  long  day.  CeceHa  and  I  had  been 
facilitating  and  all  I  could  think  of  was,  "Oh, 
just  let  me  kick  off  these  shoes  and  flop  in  the 
bathtub.  I  came  into  the  room,  and  my 
mother  was  very  excited.  She  said,  "Nellie, 
guess  what,  guess  what?"  Now,  I  knew  she 
couldn't  be  pregnant!  She  had  a  hysterectomy 
when  she  was  37. 1  knew  I  wasn't  pregnant. 
So  I  said,  "Well,  what  mom,  what?"  She  said. 
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"I  decided  to  move  home!  I  was  out  there 
swimming  in  the  water,  and  I  looked  up  at 
the  mountains,  and  I  said,  'I'm  moving 
home.'"  I  know  my  mother,  and  when  she 
said  this  to  me,  I  knew  that  this  would,  in 
fact,  happen. 

Since  that  time,  she  made  a  plan,  she  got  her 
board  of  directors  together  and  said,  "Ya'  all, 
I'm  letting  you  know  up  front,  I'm  going  to 
be  leaving.  But  I'm  willing  to  help  you  out, 
and  this  is  how  it's  going  to  be  done.  I'm 
phasing-out  and  I'm  done  in  June.  We  can 
advertise.  We'll  stabilize  the  program.  We'll 
interview.  I'll  even  train  the  person  for  a  few 
weeks,  and  then  I'm  gone."  Really  proactive. 
Instead  of,  "Oh,  I'm  burned  out,  here's  my 
resignation."  So  she  did  this.  She  followed 
through  with  the  plan.  It  was  really,  really 
hard.  Mom's  return  home  to  the  reservation 
triggered  healing  within  our  own  family.  Dad 
has  already  been  home.  They  have  been 
divorced  for  15  years. 

Mom  said,  "Okay,  I  don't  know  what  I  want 
to  do  next,  so  let's  see  how  can  I  get  some 
money  until  I  know  what  I  want  to  do."  So 
she  did.  She  sold  the  house  in  California.  She 
took  out  her  retirement  and  signed  up  for 
unemployment.  She  said  to  me,  "Nellie,  no 
one  lays  on  their  deathbed  saying,  'Oh,  I  wish 
I  would  have  done  more  work.'  They  say  all 
kinds  of  things  like  I  should  have  spent  more 
time  with  my  family,  I  should  have  done  this, 
I  should  have  done  that.  I  should  have  done 
this,  and  here  I  am  dying  and  I  didn't  get  to 
do  it."  She  said,  "I'm  going  to  do  everything, 
so  when  I'm  laying  on  my  bed,  I'll  have  no 
regrets."  So  I  said,  "Okay  mom,  where  are 
you  going  to  go?"  She  said,  "Well,  first  of  all, 
I'm  going  to  join  that  protest  walk  from 
Alcatraz  Island  into  Washington,  D.C.  These 
are  my  walking  shoes."  (She  bought  these 
new  walking  shoes.) 

On  the  way,  she  called  me.  "Mom,  where  are 
you?"  She  said,  "I'm  staying  on  Elvis  Presley 
Boulevard  across  from  Graceland.  I've  been 
watching  Elvis  Presley  movies  all  day."  (My 
mom  loves  Elvis.  In  her  bedroom  w^ere 
pictures  of  us,  but  the  biggest  and  the  main 
picture  was  Elvis.  This  is  the  w^oman  who 


managed  to  get  a  ticket  when  Elvis  came  to 
the  Bay  area.  She  went  by  herself.  I  remember 
before  she  left,  we  took  all  of  our  bloomers 
and  our  underwear,  all  which  had  holes  in 
them.  We  gave  them  to  her  and  put  them  in 
the  bag  to  throw  on  the  stage.  She  went  to 
this  Elvis  concert  and  threw  our  old  bloomers 
up  at  Elvis.)  Well,  anyway,  my  mother  ended 
up  telling  me  she  went  there  because  she 
believes  Elvis  was  part  Indian.  That's  the 
reason  he  had  so  much  soul,  the  reason  he 
knew  gospel.  So  she  even  went  to  his  house 
and  smudged  and  prayed  for  him.  She  went 
to  his  house  and  looked  at  all  of  his  collec- 
tions and  cried  —  cried  for  the  Elvis  that 
didn't  get  to  live  his  life  out.  From  there,  she 
joined  the  walk. 

I  was  working  with  Native  Hawaiians  and 
other  indigenous  people  in  Hawaii,  and  I 
said,  "Mon^,  why  don't  you  come  over?" 
"Okay."  So  I  pulled  out  those  frequent  flyer 
tickets,  and  I  flew  her  over.  She  came  over 
there  and  had  a  ball.  She  went  to  the  island. 
She  went  to  all  the  dances.  She  took  all  the 
pictures.  She  took  in  the  museum.  She  laid 
out  —  she  got  a  tan.  One  of  th.  best  gifts  for 
me  occurred  on  the  last  day.  Tj  is  couple  was 
watching  us,  and  they  said,  "My,  you  are 
such  happy  sisters." 

As  a  result  of  her  decision,  she  started  walk- 
ing every  morning  for  one-half  hour.  She 
didn't  change  what  she  ate.  She  didn't  do 
anything  else.  Somehow,  27  pounds  just  fell 
away  somewhere.  It  just  went  somewhere. 
She  has  all  new  clothes.  She  has  a  new  body. 
My  mom  looks  great.  She  looks  like  my  sister. 
She  looks  really,  really  good. 

I  share  that  story  with  you  because  I  come 
from  a  line  of  strong  women.  I  share  that 
with  you  because  my  mother's  stories,  and 
her  resiliency  in  spirit,  I  get  from  her.  And 
these  gifts  are  more  important  to  me  than 
some  of  the  mainstream  stuff  that  we  judge 
each  other  by.  I've  earned  a  couple  degrees 
from  Berkeley.  I  was  one  of  those  SAT  kids 
that  got  a  perfect  score  in  math.  In  the 
bicultural  world,  we  learn  how  to  do  main- 
stream things,  and  we  learn  how  to  do  our 
own  traditional  things. 
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What  I  ask  you  to  look  at  is  how  you  are 
healthy  in  each  way,  because  over  and  over,  I 
hear  women  say  things  to  me  like,  "You 
know,  they're  having  a  ceremony  back  home, 
but  I  sure  would  like  to  take  a  vacation  to 
Hawaii."  Dilemma.  You  know,  I  feel  weird 
when  I  pull  out  my  credit  cards  around  my 
relatives,  because  they  don't  even  own  credit 
cards.  Those  are  the  words  of  a  bicultural 
person.  A  lot  of  our  healing  on  the  inside  is 
becoming  comfortable  with  ourselves  and  not 
feeling  that  shame  that  Cecelia  alluded  to 
earlier.  I  always  think  of  this  old  timer  who 
said  to  me,  "You  know,  you're  going  to  be  at 
your  funeral,  and  you're  going  to  be  laid  up 
in  your  casket  having  your  best  outfit  on. 
And  people  are  going  to  walk  by,  and 
someone's  not  going  to  like  what  you're 
wearing."  So  get  over  it. 

Cecelia:  When  I  think  about  my  own  life,  I'm 
alw^ays  amazed  that  I'm  here  today.  I  could 
have  been  a  statistic,  and  I  could  still  have 
been  living  in  downtown  Los  Angeles.  I 
could  have  been  dead.  I  could  have  been  a  lot 
of  things.  Each  day  I  pray,  I  thank  the  Creator 
for  today.  I  thank  the  Creator  for  giving  me 
everything  She's  giving  me  to  be  here  today.  I 
always  say  the  Creator  had  different  plans  for 
me  than  I  did.  Everything  that  happened  to 
me  -  every  experience  I've  ever  had,  every 
pain  that  I've  ever  had,  and  every  pain  that 
I've  ever  caused  -  were  my  teachers  to  help 
me  do  the  work  that  I  do  today.  Those  were 
all  learning  experiences.  How  many  of  you 
were  bom  smart,  like  I  was?  You  were  all 
born  smart,  doggone  it.  Now,  not  only  were 
you  bom  smart,  but  you  were  bom  good 
looking.  How  many  of  you  were  bom  good 
looking?  Oh,  yes. 

A  part  of  what  we  need  to  do  is  to  shift  that 
paradigm  which  always  emphasizes  educa- 
tion. Many  of  the  best  people  who  are  creat- 
ing change  for  themselves  and  their  commu- 
nity are  people  who  have  no  formal  educa- 
tion, but  just  learned  by  living.  It's  people 
who  have  wisdom.  People  who  have  learned 
from  being  there. 

We  all  carry  scars  from  our  past,  don't  we? 
The  reason  I  wear  long  skirts  is  I  have  church 


knees.  How  many  of  you  have  church  knees? 
I  went  to  church  every  morning  for  ten  years, 
and  at  that  time,  they  didn't  have  those  little 
plastic  things  that  they  put  on  the  pews,  so 
our  knees  got  defora\ed. 

We  laugh.  Part  of  the  healing  aspect  of  our 
lives  is  our  laughter.  We  take  those  painful 
times  in  our  lives,  in  our  personal  journey, 
our  community's  journey,  and  we  laugh 
about  them.  In  my  commuruty,  there  is  a  lot 
of  laughter.  I  just  love  to  be  around  my 
people  and  just  sit  there  and  laugh.  They 
make  me  laugh.  The  winos  look  for  me 
because  they  know  I'll  always  laugh  at  their 
dumb  jokes.  People  want  to  tell  n\e  things 
because  they  know  I'll  repeat  them  to  make 
another  person  laugh.  When  we  look  at  the 
kind  of  gifts  the  Creator  has  given  us  to  help 
other  people,  the  capacity  to  make  people 
laugh  and  cry  is  a  wonderful  gift. 

I  used  to  be  a  mother  on  welfare.  How  many 
of  you  used  to  be  on  welfare?  You  tried  to  get 
by  on  food  stamps  and  make  your  ADC 
checks  stretch,  and  you  couldn't  figure  out  if 
you  were  going  to  pay  the  light  bill  or  the 
propane.  Out  of  that  experience,  we  became 
awesome  negotiators.  We  used  to  talk  the  gas 
man  into  not  turning  off  our  gas.  We'd  con- 
vince the  electricity  man,  "Just  give  me  one 
more  day."  Being  on  welfare  and  being  poor, 
we  learned  to  be  the  best  negotiators  and  the 
best  hustlers.  Out  of  being  poor,  we  acquired 
a  lot  of  wonderful  skills.  This  is  what  I  do  for 
my  community  and  for  women.  Yeah,  we've 
been  on  welfare.  Yeah,  we've  been  on  food 
stanips.  Yeah,  we've  been  poor.  But  out  of 
that,  we've  acquired  some  wonderful  skills, 
haven't  we?  I  was  telling  my  son  the  other 
day,  we  should  have  a  workshop,  and  bring 
all  of  the  drug  addicts  in  to  teach  us  how  to 
hustle  and  raise  money.  If  anybody  knows 
how  to  raise  resources  and  where  they  are, 
it's  somebody  who  is  addicted  to  something. 

Living  in  an  urban  area,  I  was  always  amazed 
at  the  number  of  people  who  have  absolutely 
nothing,  not  a  nickel  or  credit  card.  Yet,  they 
could  get  a  pair  of  shoes  from  the  Salvation 
Army,  or  a  $20  food  check  from  another 
organization.  They  knew  where  to  go  to  find 
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the  resources.  These  are  the  people  that  we 
need  to  hit  up  to  do  workshops  for  us  about 
where  to  find  the  resources.  Write  that  down 
some  place.  They're  the  experts.  Anyway, 
surviving  while  being  a  mother  on  welfare 
with  two  kids  and  no  marketable  skills  led 
me  to  become  a  nurse. 

Along  the  way,  I  did  a  lot  of  things  that  I'm 
not  proud  of.  Along  the  way,  I  did  a  lot  of 
things  that  I  am  proud  of.  I  had  to  learn  how 
to  balance  it.  There's  good  and  bad  in  every- 
thing we  do.  So  today,  at  48  years  of  age,  I 
have  a  whole  bunch  of  experiences  to  draw 
from,  which  help  people  in  the  work  that  I 
do.  One  of  my  greatest  sources  of  fim  right 
now  is  that  I  have  my  own  radio  show.  I'm  a 
disc  jockey.  I  never  thought  I'd  ever  do  this. 
The  reason  that  I  never  thought  I'd  do  this  is 
that  I'm  hearing  impaired  and  I  wear  bilateral 
hearing  aids.  I  took  a  lot  of  risks.  1  have  the 
most  popular  radio  show  in  Pine  Ridge  on 
KILL  I  do  all  kinds  of  radio  programming.  I 
say  what  I  have  to  say  to  teach  the  people 
who  are  listening  about  what  they  have  to  do. 
It's  interesting  because  it's  normal  and  natu- 
ral to  say  what  I  need  to  say.  I  think  the  other 
greatest  ftm  I  have  is  working,  not  only  with 
our  Indian  sisters,  but  with  other  sisters  of 
different  races  and  cultures. 

As  I  became  healthier,  I  began  to  see  my 
family  differently.  I  have  a  couple  of  sons  that 
are  really,  really  two  different  people.  My 
baby  just  finished  a  90-day  treatment  pro- 
gram in  the  San  Francisco  Bay  area.  The  thing 
that  really  hurt  me  about  that  experience  was 
that  he  did  it  all  by  himself.  He  didn't  ask  me 
for  any  help.  One  day,  he  called  and  he  said, 
"Guess  where  I  am?"  I  said,  "Where  are 
you?"  He  said,  "I'm  in  San  Francisco."  I  said, 
"What  are  you  doing  up  there?"  He  said, 
"I'm  at  the  treatment  program."  I  said,  "Who 
helped  you?"  He  said,  "I  did,  nobody  helped 
me."  I've  been  one  of  those  enabling  mothers 
for  a  long  time.  I  wanted  to  do  everything  for 
them.  Yeah.  Bail  them  out  of  jail.  Pay  their 
traffic  tickets.  Get  them  their  driver's  licenses 
back.  He  did  it  all  by  himself.  I  felt  really 
bad.  Now,  he's  doing  really  good. 

Then  I  have  another  son.  My  oldest  son.  Oh 


gosh,  I  really  have  to  love  him.  I  have  to  pray 
really  hard  for  him.  He's  getting  better.  It's 
amazing  that  I  became  less  critical  of  him.  I 
was  able  to  say,  "All  I  can  do  is  pray  for  you. 
That's  all  I  can  do,  and  just  ask  the  Creator  to 
look  after  you."  There  was  a  time  when  I 
couldn't  do  that.  I  wanted  to  control  every- 
thing he  did.  "Where  are  you  going?  What 
are  you  doing?  Who  are  you  going  with?" 
He's  27  years  old. 

I  am  thankful  for  the  grounding  by  my  family 
that  was  established  before  I  was  five  years 
old.  My  grounding  and  my  establishment  of 
who  I  am.  My  knowing  who  I  am  —  my 
relatives,  my  clan,  and  my  language.  Only  in 
the  last  five  years  did  I  truly  appreciate  what 
my  mother  did.  One  of  the  things  that  my 
mother  never,  never  forgot  was  being  a 
Lakota  woman.  In  East  Los  Angeles,  Spanish 
was  spoken  fluently.  My  mother  never  spoke 
English.  She  always  spoke  Lakota  to  us.  I 
always  remember  going  to  all  of  the  stores  on 
Whittier  Boulevard.  We  used  to  go  into  this 
one  department  store,  and  even  though 
everybody  was  speaking  Spanish,  my  mother 
never  spoke  Spanish.  So  we  used  to  shop, 
speaking  our  language,  and  everybody  in 
east  L.A.  that  spoke  Spanish  would  stop  and 
listen  to  us.  They  would  say,  "Where  arc  you 
from,  the  moon?"  It  was  like  my  mother,  even 
though  we  lived  in  East  Los  Angeles,  she 
never  let  us  forget  who  we  were.  She  did  that 
by  always  speaking  the  language.  She  always 
sang  to  us.  She  taught  us  to  sit  down  and  sew. 
She  taught  us  to  do  bead  work.  She  taught  us 
all  these  things  that  we  needed  to  know  as 
Lakota  women  in  East  Los  Angeles. 

I  grew  up  in  a  community  like  Theda  did, 
where  I  thought  the  only  people  in  the  world 
were  Lakotas.  Then  there  were  these  White 
people  that  lived  around  us.  Then  I  went  to 
Catholic  boarding  school.  I  didn't  think  those 
nuns  were  human,  because  at  that  time,  all  I 
ever  saw  was  their  little  round  faces  and  their 
little  hands.  They  used  to  be  covered  up.  I 
thought  they  never  ate  or  slept.  They  used  to 
have  eight  hundred  keys.  They  always  had 
these  keys.  There  was  a  key  for  everything. 
They  locked  everything.  I  used  to  think  that 
they  took  this  big  key,  and  they  went  to  a 
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closet  someplace  and  stood  there  all  night.  In 
the  morning,  they  stepped  out.  The  first  time 
I  saw  a  nun  take  a  drink  of  water,  1  went,  "Oh 
my  gosh,  she's  drinking  water." 

How  many  of  you  are  bread  addicts?  Oh, 
come  on.  I  love  bread.  You  see  my  body  does 
not  have  one  ounce  of  fat.  It's  not  fat,  it  is 
dough,  with  aU  the  bread  that  I  eat.  When 
Theda  and  I  were  driving  arovind,  I  remem- 
bered when  I  went  to  CathoUc  boarding 
school,  we  ate  three  square  meals  a  day.  We 
didn't  have  a  pop  machine.  We  didn't  have  a 
snack  machine.  We  didn't  have  quarters. 
Even  if  there  was  a  pop  machine,  we  couldn't 
buy  pop.  They  used  to  feed  us  three  square 
meals  a  day.  Because  it  was  a  Catholic  board- 
ing school  out  in  the  middle  of  the  boonies, 
we  also  raised  our  own  cattle.  We  always  had 
beef.  At  noon,  we  always  had  meat  and 
potatoes.  The  meat  w^as  really,  reaUy  good, 
because  it  was  home  grown.  At  three  o'clock, 
the  bell  would  ring.  Bang,  bang,  bang.  We 
had  a  bakery.  They  baked  their  own  bread.  At 
three  o'clock,  w^e  all  lined  up.  From  the 
bottom  of  the  bakery  came  these  big  tin  cans 
full  of  fresh  hot  buns.  We'd  aU  line  up  for  our 
buns,  and  it  was  fresh  and  hot.  Oh  God,  that 
btm  used  to  last  for  an  hour.  I  took  my  time 
eating  it.  I  savored  every  bite.  Just  loved  it. 
Today,  I  still  think  that  my  addiction  to  bread 
has  a  lot  to  do  with  that  time.  Now  I  can  eat 
more  than  one  b;in.  I  buy  the  whole  loaf  and 
put  a  lot  of  butter  on  it  and  eat  it. 

Everything  that  happened  to  us  in  the  past  is 
connected  to  w^hat  w^e  are  doing  today.  At 
that  boarding  school,  they  took  away  from  us 
some  very  important  skills.  For  ten  years,  I 
was  at  that  boarding  school  for  nine  months 
every  year.  For  ninety  months,  they  had  me. 
For  30  months,  my  parents  and  family  had 
me.  So  who  do  you  think  had  the  greatest 
influence  on  me?  They  did.  They  had  the 
greatest  influence  on  me,  and  they  truly,  truly 
damaged  some  things:  my  mothering  skills, 
my  parenting  skills,  my  relationship  skills. 
All  of  those  things  w^ere  affected  because  they 
separated  us  —  boys  were  over  here,  and  the 
girls  were  over  here.  We  never  had  a  chance 
to  communicate  and  learn  to  have  relation- 
ships. Even  if  we  danced  with  boys,  they 


made  sure  there  were  14  inches  between  us. 
We  had  to  dance  like  this.  Even  today,  I  still 
dance  Uke  that. 

When  we  look  back,  it's  not  to  blame,  it's  to 
understand  when  it  happened  and  where  it 
happened,  so  you  know  what  you  have  to  do. 
That's  w^hat  this  healing  stuff  we're  talking 
about  is  all  about.  As  I  went  through  my  own 
healing  journey,  I  said,  "Oh  God,  finally  I  got 
rid  of  all  of  my  bad  feelings  and  my  anger, 
and  my  hate,  and  my  rage,  and  my  frustra- 
tion." No  way.  I  found  lingering  things.  I  had 
to  take  care  of  my  mother's  and  father's  pain. 
My  grandparents  and  aU  this  other  historical 
stuff  was  still  there,  and  I  had  to  take  it  one  at 
a  time  to  be  able  to  get  to  a  place  where  I 
could  say  I'm  truly  well.  I  am  continuing  to 
heal. 

Our  own  stories  are  a  great  w^ay  to  teach.  It's 
real.  How  many  of  you  know  that?  Be  real.  Be 
honest.  Don't  stand  there  and  give  me  a 
lecture.  TeU  me  about  you,  where  you've 
been,  what  you've  experienced.  As  women  of 
color,  w^e  have  so  much  in  common. 

When  wc  talk  about  poverty  -  living  in  East 
Los  Angeles,  living  in  the  big  city,  living  on  a 
reservation  -  there's  so  many  sirnilarities. 
When  you're  poor,  you  feel  helpless.  How 
many  of  you  woke  up  and  didn't  have  a 
nickel  in  your  pocket?  How^  many  of  you 
have  been  so  poor  you  went  without  a  nickel 
in  your  pocket?  How  did  you  feel?  Pretty 
awful.  (Dur  work  entails  every  aspect  of  our 
lives  and  their  lives.  How  do  we  heal  women 
who  live  on  an  ADC  check  of  $130  for  a 
whole  month?  What  can  we  tell  them?  What 
kind  of  message  can  we  give  them  to  make 
them  feel  good  about  who  they  are?  What 
kind  of  positive  things  can  we  be  putting  into 
their  lives  in  that  day?  What  can  we  do  to 
make  them  feel  good?  I  always  think  about 
the  time  when  I  was  there.  What  did  some- 
body say  or  do  to  me  that  made  me  feel 
good?  What  empowered  me  or  just  made  that 
day  a  little  bit  better  for  me?  On  my  radio 
show,  I  asked,  "How  many  of  you  in  the 
listening  audience  have  been  told  that  Pine 
Ridge  reservation  -  Shannon  county  -  is  the 
poorest  county  in  the  whole  United  States? 
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Yes,  I've  heard  that  too,  but  go  out  of  your 
door,  look  out,  go  outside.  What  do  you  see? 
You  see  land  as  far  as  you  can  see,  and  who 
does  that  land  belong  to?  It  belongs  to  you. 
Look  inside  your  house  and  look  at  your 
children.  What  do  you  see?  You  see  beautiful 
little  kids  looking  at  you.  Some  wonderful, 
beautiful  human  beings.  And  who  made 
them?  You  did."  I  use  this  approach  to  make 
people  feel  good  for  that  day.  No,  we're  not 
the  poorest  nation.  Look  at  all  of  this  land 
that  we  have.  According  to  a  White  male 
system,  the  wealthiest  people  in  the  United 
States  have  the  largest  land  base.  If  that's  the 
case,  look  how  wealthy  we  are  as  Indian 
people.  Try  to  turn  it  around  when  we  talk 
about  our  own  stories  and  we  share  where 
we've  been  with  all  of  our  sisters  in  our 
community.  We  begin  to  bring  us  together  at 
a  different  place,  and  we  begin  to  look  at  each 
other  differently.  Through  sharing  stories 
with  each  other  about  our  pain,  we  help  each 
other.  The  talking  circle  concept  began  in  the 
Indian  community,  and  it's  growing. 

We  have  been  having  our  Indian  Wellness  in 
Women  conferences  for  six  years  in  Phoenix 
and  Portland.  Over  3,300  women  came  to  our 
four-day  conference.  This  conference  has 
nothing  to  do  with  policy  or  legislation.  This 
conference  gives  Indian  women  an  opportu- 
nity to  look  at  themselves  physically,  emo- 
tionally, mentally  and  spiritually.  It  gives 
them  an  opportunity  to  come  to  a  place 
where  there  are  other  women  who  have  been 
abused  and  who  have  transcended  that  time. 
It  gives  them  an  opportunity  to  hear  the 
women  tell  their  story.  They  are  able  to  come 
to  a  conference  where  they  hear  other  women 
tell  about  the  horrific  physical  abuse  they 
suffered  at  the  hands  of  not  only  their  par- 
ents, but  caretakers.  It  gives  them  an  opportu- 
nity to  con:\e  to  a  conference  where  they  can 
hear  other  Indian  women  talk  about  the 
violent  lives  that  they've  led,  and  how 
they've  been  able  to  transcend  it.  It's  a  confer- 
ence where  women  come,  and  go  to  all  these 
workshops  to  look  at  their  minds,  their 
hearts,  their  bodies  and  their  spirits.  We  even 
have  Sweat  Lodge  101.  We  have  Sweat  Lodge 
102,  and  we  have  Advanced  Sweat  Lodges. 
We  bring  our  women  together,  and  because 


we're  so  excited  about  how  we  feel,  we  want 
to  share  our  excitement.  We  want  women  to 
come  and  spend  those  four  days  with  us  and 
leave  with  maybe  one  thing  that  they  feel 
good  about.  Through  that  experience,  we're 
hoping  they  go  home  and  share  that  story 
with  other  women,  and  that  they  organize  in 
their  own  community,  and  start  looking  at  the 
whole  issue  of  wellness.  We  have  to  find  a 
forum  to  talk  about  this  stuff.  We  have  to  be 
able  to  reach  as  many  women  as  we  can  with 
the  message  that  you  don't  have  to  live  in  an 
abusive  relationship.  These  are  things  that 
you  can  do.  And  these  are  people  and  phone 
numbers  that  you  can  call.  As  we  do  this 
work,  we  take  great  risks.  We  take  personal 
risks,  but  most  importantly,  we  have  to  go 
out  and  lobby  for  that  air  time.  Women  came 
to  our  conferences  two  or  three  times  to  learn 
more  about  everything  that  we've  talked 
about. 

I'm  an  expert  in  alcoholism.  Eighty  percent  of 
the  men  in  my  family  are  six  feet  under 
because  of  alcohol  and  the  effects  of  alcohol, 
be  it  heart  attacks  or  cirrhosis,  or  other  types 
of  physical  damage  that  alcohol  can  do  to  a 
body.  How  many  of  you  watched  people  die 
of  cirrhosis?  It's  a  very  ugly  death.  So  I 
looked  at  my  family  and  realized  the  tremen- 
dous pain  and  trauma  we've  experienced.  I 
now  know  that  it's  not  the  alcohol  that's  the 
problem  -  it  is  the  human  condition.  My 
uncles  and  my  dad,  and  all  of  my  people,  use 
alcohol  as  their  painkiller  of  choice  for  the 
pain  that  they  have  inside.  Earlier,  somebody 
mentioned  that  we've  failed  to  provide 
psychological  help  and  mental  health  services 
to  people  in  their  own  language.  We  have 
failed  to  provide  those  types  of  services  using 
the  norms  of  that  community.  In  all  the  work 
that  1  do,  I  wear  many,  many  hats.  But  the  one 
hat  that  means  the  most  to  me  is  my  ability  to 
speak  my  language.  I  have  a  sister,  and  we 
used  to  talk  about  this.  Wouldn't  it  be  won- 
derful if  we  could  have  therapists  on  the  Pine 
Ridge  reservation  who  could  sit  in  therapy 
and  ask  somebody  something  in  their  own 
language,  versus  asking  them  in  English?  If 
we  had  more  therapists  who  could  speak  our 
language,  we  might  have  been  able  to  pre- 
vent the  deaths  of  some  of  my  uncles  and 
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aunties  and  cousins  who  are  dead  because  of 
the  pain.  Would  we  save  them  if  somebody 
had  been  there  to  ask  them  in  their  own 
language,  "When  you  were  a  little  child,  did 
you  experience  any  trauma?"  Recently,  I  got 
to  do  that  with  my  aunties.  I  did  a  process 
group  and  I  got  to  facilitate  my  clan.  That's 
pretty  hard  work.  I  did  it  all  in  my  language. 
We  talked  about  shame.  I  said,  in  Lakota, 
"We're  going  to  be  talking  about  shame  this 
evening.  Has  anyone  ever  shamed  you  from 
the  time  you  were  bom,  and  what  did  they 
do  that  made  you  feel  that  shame,  and  what 
t5^e  of  pain  did  you  feel?"  We  sat  there  for 
six  hours.  By  asking  in  our  own  language,  we 
were  able  to  touch  that  pain  inside.  They 
were  able  to  bring  it  out.  We  sat  there,  and  we 
cried  with  each  other  for  six  hours.  There 
were  all  kinds  of  shame  that  they  were  able  to 
identify,  and  the  pain  that  went  with  that. 
One  the  biggest  pains  that  they  had  was  that 
they  were  made  to  be  ashamed  to  be  Indian 
by  somebody.  They  were  made  to  be 
ashamed  because  they  were  dark.  They  were 
made  to  be  ashamed  because  they  spoke  their 
language.  When  you're  a  little  kid  and  it 
hurts  you,  where  do  you  put  that  shame? 
Way  dow^n  deep  inside.  I  knew  that  they  still 
carried  that,  and  I  w^anted  to  find  a  way  for 
them  to  share  that.  I  took  a  big  risk,  and  I 
said,  "I'm  going  to  do  it.  I'm  going  to  ask 
them  those  hard  questions  in  my  language." 
Doggone  it,  we  cried  a  lot.  We  still  meet  and 
we  still  cry.  I'U  tell  you  a  couple  of  stories  that 
I  think  you  need  to  hear. 

Myrtle  speaks  Lakota  fluently.  In  our  own 
kinship  system,  w^e  address  each  other  as 
cousins.  We  have  names  for  male  cousins, 
female  cousins,  and  we  use  those  terms  to 
address  each  other.  I  said,  "Auntie  Myrtle, 
you've  been  very  quiet.  Is  there  something 
you  want  to  share?"  She  said,  "The  shame, 
the  pain  of  shame  is  so  deep,  we  may  never 
get  rid  of  it  in  our  lifetime  if  we  don't  work 
on  it."  The  pain  of  being  shamed  is  so  pro- 
found and  is  so  ugly  that  it  can  bind  you  and 
prevent  you  from  becoming  the  person  that 
the  Creator  made  you  to  be.  As  she  talked 
about  it,  she  started  telling  some  things  that 
happened  to  her.  I  said,  "How  old  were  you 
when  that  first  happened  to  you?"  She  said. 


"Oh,  my  girl,  I  must  have  been  eight."  I  said, 
"How  old  are  you  now?"  She  said,  "Seventy." 
So  in  that  little  group  of  older  women,  I've 
been  able  to  practice  something  that  I've 
always  wanted  to  do  in  my  own  language  -  to 
get  them  to  talk  about  shame  -  shame  and 
how  it  hurt  them.  Through  that  process 
group,  in  our  own  language,  we've  been  able 
to  touch  upon  so  many  different  things.  One 
of  the  things  that  occurred  to  me  today  is  that 
if  only  we  had  therapists  or  alcohol  counse- 
lors that  spoke  our  language  with  my  dad  or 
uncles.  If  only  we  had  people  who  could 
understand  the  history  of  our  people  so  they 
could  ask  the  right  questions  in  our  own 
language,  maybe  my  dad  would  be  alive 
today.  Maybe  my  uncle  would  be  alive  today, 
and  maybe  all  of  my  cousins  who  died 
because  of  the  side  effects  of  alcohol  w^ould 
be  alive  today.  The  pain  of  my  family,  the 
pain  of  my  past,  is  what  energizes  me,  and 
gives  me  the  vision  and  the  direction  to  do 
what  I  have  to  do  to  help  the  next  generation 
-  to  help  myself  -  to  help  my  aunties  and  my 
uncles  who  are  still  alive. 

It's  interesting  that  as  my  world  view 
changed  and  I  looked  at  the  world  differently, 
I  was  able  to  look  at  every  alcoholic  and 
every  wino  in  my  community  and  not  label 
them  as  that  damn  drunk  -  or  those  old 
w^inos.  They  were  human  beings  with  a  lot  of 
pain  inside  of  them.  They  were  human 
beings.  We  never  asked  them  in  Lakota  if 
they  needed  help.  We  never  asked  them  if 
they  wanted  to  talk.  We  just  wrote  thena  off 
because  they  were  drunks,  or  alcoholics,  or 
drug  addicts,  or  street  people.  There  are  a  lot 
of  people  with  pain  out  there. 

My  cousin,  before  he  died,  would  always  say 
(in  Lakota),  "Cousin,  two  dollars.  Could  you 
loan  me  two  dollars?"  One  day,  I  said  (in 
Lakota),  "Don't  ever  borrow  money  from  me, 
because  I  know  you  never  pay  me  back,  so 
just  say,  'Cousin,  give  me  two  dollars.'  That 
way  I'll  give  it  to  you  and  you'll  never  pay 
me  back."  He  said,  "Okay."  He  didn't  ask  me 
for  a  couple  of  months.  Two  months  later,  he 
said,  "Cousin,  five  dollars."  I  gave  him  the 
five  doUars.  He  turned  the  tables  on  me. 
Any^way,  he  got  sick.  He  had  cirrhosis.  When 


25 


Special  Session 


you  have  cirrhosis,  your  time  gets  shorter  and 
shorter. 

So  one  day  I  saw  him,  and  I  said  to  myself, 
"Practice  what  you  preach,  girl."  So  I  honked 
and  asked  in  Lakota,  "Are  you  hungry?"  He 
looked  at  n^e  very  strangely.  1  have  never 
before  asked  him  if  he  was  hungry.  I  said, 
"Are  you  hungry?  Get  in,  and  I'll  go  buy  you 
a  hamburger."  "You  want  me  to  get  in  your 
car?"  I  said,  "Yes."  He  got  in.  "Are  you  sure  1 
won't  dirty  it  up?"  I  said,  "No,  it's  okay,  get 
in."  He  got  in.  1  took  him  to  a  hamburger 
joint.  He  said,  "Go  in  and  order  and  bring  it 
out."  1  said,  "No,  let's  go  sit  down."  "You 
want  to  be  seen  with  me?"  1  said,  "Yeah."  We 
sat  down.  He  was  eating,  he  looked  at  me,  he 
said  in  Lakota,  "Why  are  you  doing  this?"  1 
said,  "Because  1  need  you  to  forgive  me."  He 
said,  "You've  never  done  anything  to  me. 
You've  always  treated  mc  good.  You  yell  at 
me  all  the  time  because  I'm  a  big  drunk."  I 
said,  "Well,  I  want  you  to  forgive  me  for  not 
being  a  good  relative.  I  want  you  to  forgive 
me  for  never  acknowledging  you  as  my 
cousin.  1  want  you  to  forgive  me  for  being 
ashamed  of  you  because  you  were  the  town 
drunk.  1  want  you  to  forgive  me  for  never 
offering  you  a  cup  of  coffee  in  my  house.  1 
want  you  to  forgive  me  for  never  reaching 
out  to  you  and  saying,  'LaVem,  do  you  want 
to  go  to  treatment?  LaVern,  come  over  and 
let's  talk.  Tell  me  about  your  life.  What  did 
you  do  when  you  were  a  little  boy?'  I  want 
you  to  forgive  me  for  not  being  a  good  rela- 
tive —  a  good  cousin.  1  want  you  to  forgive 
me."  He  looked  at  me.  He  said,  "I  forgive 
you."  Two  weeks  later,  he  died. 

The  story  I  shared  with  you  shows  the  impor- 
tance of  valuing  every  human  being  in  our 
community,  the  importance  of  recognizing 
the  responsibility  that  we  have  for  each  other, 
recognizing  the  meaning  of  kinship  and  of 
being  good  relatives,  of  recognizing  the 
meaning  of  reaching  out.  It  was  interesting 
because  I  never  thought  I  would  ask  my  wino 
cousin  to  forgive  me.  There  was  a  time  when 
I  would  have  said,  "What,  you're  kidding, 
he's  just  an  old  drunk."  But  this  old  drunk 
was  a  little  boy  at  one  time,  and  he  must  have 
gone  through  some  hard  times  in  his  life. 
Things  must  have  happened  to  him  that 


made  him  want  to  numb  himself  day  in  and 
day  out.  I  hope  that  this  experience  that  I  had 
with  this  one  cousin  will  always  remind  me 
that  they  are  my  relatives,  and  that  I  should 
reach  out  and  offer  kindness,  and  generosity, 
and  compassion.  I  told  my  sister  this  story. 
She  was  quiet  for  long  time.  She  was  crying.  I 
said,  "Are  you  crying?"  She  said,  "Yes."  She 
said,  "You  know  when  you  asked  him  to 
forgive  you?  Was  that  a  blanket  forgiveness 
for  all  of  us?"  I  said,  "Yes,  it  was." 

Theda:  Cecelia  reminded  me  of  a  story.  I 
remember  going  home  one  time  and  asking 
grandpa,  when  1  was  first  contemplating 
getting  sober,  "Grandpa,  what  do  you  think 
of  these  12  steps  —  look  at  these  12  steps  of 
AA."  I  read  to  him  what  they  were,  and  he 
said,  "Oh,  that's  very  interesting."  He  said, 
"We  always  lived  like  that.  You  say  some 
White  guy  wrote  it  down  in  1935?  That's 
pretty  good."  But  at  the  same  time,  I  remem- 
ber something  to  honor  our  feelings  together 
as  human  beings,  as  women  in  this  room,  and 
welcoming  our  men  friends  that  came  to  join 
us.  I  had  held  back  a  lot  of  the  crying  because 
I  wasn't  letting  the  healing  happen.  1  was 
stuffing  it  down  deep.  Finally,  I  was  talking 
to  Grandpa,  and  he  said  to  me,  "Oakstokomo, 
(he  never  called  me  Theda)  your  tears,  my 
baby,  my  girl."  He  said,  "You're  like  a  tree  - 
and  your  roots,  they  go  out  real  far,  and  if 
you  do  not  cry,  what  happens  is  you're 
calcified.  You're  a  walking  dead  person. 
When  your  tears  cry,  they  go  all  the  way 
down,  and  they  water  all  of  those  roots  -  all 
of  your  roots  -  and  they  let  you  grow  and 
become  the  person  you  need  to  be." 

Then  I  really  let  it  out.  I  had  been  given  the 
gift  of  permission  to  cry  -  and  permission  to 
heal.  So  give  yourself  that  permission.  We  can 
do  it  together.  We  have  a  gift  here  as  women 
of  color,  and  women  in  this  room,  and  human 
beings,  to  be  together  the  next  few  days,  to 
heal  each  other. 

Cecelia  and  I  were  supposed  to  be  presenting 
workshops  at  two  concurrent  conferences  in 
Edmonton,  Alberta.  I  would  be  doing  one 
workshop,  and  Cecelia  would  run  over  and 
say,  "What  am  I  supposed  to  talk  about?" 
And  I  would  say  "sexuality,"  and  she  said, 
"Oh,  okay."  How  many  of  you  are  comfort- 
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able  just  saying  words  -  parts  of  our  body? 
What  do  we  call  the  male  anatomy?  How  do 
we  refer  to  the  female  anatomy?  How  many 
of  us  are  comfortable  using  the  scientific 
terms  to  describe  ourselves?  How  can  we 
overcome  our  shame  and  heal  w^ithout  ac- 
quiring a  comfort  level?  CeceUa  and  I  use 
humor  and  laughter.  Here  we  were  at  this 
conference,  attended  by  about  80  people  from 
14  different  countries,  and  by  the  end  of  that 
conference,  indigenous  people  from  all  over 
the  world  had  learned  to  be  comfortable  with 
their  own  bodies.  What  it  provided  for  us  as  a 
healing  conference  and  a  healing  community, 
was  something  that  we  could  laugh  at  to- 
gether. We  could  say  some  sexual  terms  and 
do  some  sexuality  healing.  I  share  that  story 
with  you  because  our  sexuality  is  a  part  of 
who  w^e  are. 

I  am  separated  from  n\y  husband.  I've  only 
been  m.arried  once,  and  it  looks  Hke  he's 
regressing  on  his  recovery.  If  it  continues,  I'll 
have  to  divorce  him.  It's  painful.  I  have  a 
dear  friend  who  knows  me  weU  enough  to 
understand  my  sexuality.  She  also  knows  that 
I'm  a  recovering  addiction-relationship 
person,  and  that  I  used  to  go  from  one  rela- 
tionship to  another,  and  that  it's  a  mistake  for 
me  to  wind  up  with  the  next  one  in  the 
variety  pack.  That  is  a  supportive  friend, 
supporting  me  w^ith  my  own  sexuaHty  while 
the  two  of  us  are  going  to  counseling. 

I  am  currently  being  counseled  by  this  hard- 
core veteran.  He  works  with  hard-core  Viet 
Nam  vets.  He's  an  older  Indian  man,  and  he 
doesn't  let  me  get  away  with  anything.  I  am, 
at  the  same  time,  seeing  a  counselor  who  is  a 
Christian  White  male.  He  has  helped  me 
incredibly  over  this  past  year  because  he's  a 
spiritual  being  and  he's  able  to  facilitate  my 
spiritual  growth.  At  the  same  time,  I  still  go 
to  my  meetings,  I  stay  with  my  friends.  I  have 
other  friends  in  the  audience  here.  Those  are 
the  kinds  of  supports  that  allowed  me  to  have 
a  real  rough  coiinseUng  session  yesterday, 
come  here  today,  get  up  and  go  walk,  and 
pray  and  be  with  you  -  and  not  drink  any 
alcohol  or  drop  any  pills.  I  share  that  with 
you  because  that  is  how  we  need  to  begin  to 
share  with  each  other.  As  I  was  making  my 


phone  calls  and  meeting  my  responsibilities,  I 
was  asking  myself,  "What  do  I  really  need  to 
do,  and  what  can  wait  until  later?"  I've 
learned  these  skills  of  taking  care  of  myself. 
When  I  came  down,  I  said,  "This  is  why  I 
need  to  be  here  with  you,  sharing  my  healing 
with  you.  Because  that  is  how  we  aU  heal 
together."  It's  not  just  women  of  color,  and 
it's  not  just  women,  it's  human  beings  healing 
together.  That's  how  we  begin  on  this  jour- 
ney. As  w^e  were  leaving  home,  I  remembered 
a  saying  which  I  saw  in  one  of  my  in-laws' 
kitchen.  "Brilliant  people  talk  about  ideas, 
average  people  talk  about  things,  and  small 
people  talk  about  each  other."  We  have  to  talk 
about  our  healing  journey,  talk  about  the 
ideas,  talk  about  things,  but  not  talk  about 
each  other,  and  not  judge  how  each  of  us  does 
our  ow^n  healing  journey. 

As  an  example,  you  know  Cecelia  and  I  went 
to  the  rodeo.  As  we  w^ere  there,  w^e  were 
figuring  out  how  to  make  it  better  for  next 
year.  We  weren't  saying,  "They  did  that 
wrong  -  they  did  this."  We  w^ere  just  saying 
"Oh,  we  really  need  to  have  a  non-drug/ 
alcohol  dance  for  the  teenagers."  There  was 
no  dance  for  them,  so  they  had  now^here  to 
go.  They  were  just  hanging  out.  Then  we 
said,  "We  need  an  Indian  clow^n.  We  need  an 
Indian  announcer."  We  need  to  ask  how  can 
we  energize  each  other  in  improving  the 
health  of  women  of  color.  All  the  answers  of 
what  we  need  are  in  this  room  as  we  sit.  So  as 
we  can  hold  each  other  up  in  our  resiliency 
and  our  brilliance,  w^e  can  share  ideas  and 
reach  out  and  go  over  and  just  extend  your 
hand  to  another  woman.  Give  her  a  hug  and 
share  your  stories.  That  is  how  we  begin,  as  a 
community  of  women,  to  heal  each  other. 

Cecelia:  Theda  and  I  can  say  some  of  our 
best  friends  are  women  of  color.  We  lived  in 
CaUfornia,  and  we  maintain  relationships 
with  people  that  we  used  to  hang  out  with. 
We  still  go  visit  them  and  they  come  visit  us. 
We  have  come  to  realize  that  the  stories  of 
African- American  women,  Indian  women 
and  Hispanic  women  are  the  same  stories. 
It's  only  when  we  get  to  know  each  other 
on  a  one-to-one  basis  that  we  truly  appreci- 
ate who  we  are  and  where  we  come  from. 
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There  are  many,  many  stories  out  there.  I 
have  a  Uttle  friend  about  this  high  from 
Cambodia,  and  when  she  told  her  story,  I 
just  bawled.  She  still  writes  to  me,  and 
she's  a  therapist,  and  she  does  therapy  in 
Cambodia.  She  realized  that  her  relatives 
from  Cannbodia  were  really,  really  hurting. 
One  of  the  things  she  realized  was  that  they 
had  to  heal  and  grieve  the  loss  of  a  way  of 
life,  and  a  loss  of  the  land.  As  those  Ameri- 


can bombers  dropped  Napalm  and  bombs 
over  Cambodia,  they  completely  wiped  out 
things  that  those  people  of  Cambodia 
identified  as  home  -  a  treetop,  a  tree  grow- 
ing on  a  mountain,  the  way  the  sun  hit  that 
valley  as  it  was  setting.  Those  of  us  who 
grew  emotionally  and  spiritually  attached 
to  our  land  can  share  that  pain.  The  com- 
mon threads  of  our  stories  are  the  same. 
Our  healing  takes  the  same  journey. 
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Maria  Guajardo,  Ph.D. 
Latin  American  Research  and  Service  Agency  (UKRASA) 


Buenos  Dias.  I  was  told  that  everyone  was 
bilingual,  so  I  decided  to  do  my  presentation 
in  Spanish  today.  Con  su  permiso,  voy  a 
comenzar.  Someday,  I'll  be  able  to  make  that 
comment  and  it  will  be  true.  It  will  certainty 
be  a  privilege.  I'd  Uke  to  thank  all  of  you  for 
braving  the  weather,  for  braving  your  sched- 
ules, and  making  time  to  come  this  morning, 
to  spend  this  day  together. 

I  was  sharing  with  someone  that  last  night,  I 
sat  down  with  the  conference  proceedings 
from  two  years  ago  at  about  12  o'clock.  I 
hadn't  intended  to  read  them,  I  was  just 
going  to  look  through  them.  And  at  about 
midnight,  I  had  finished  reading  them  again. 
I  was  so  inspired.  I  thought,  how  coiild  I  not 
be  here  with  you  this  morning!  As  I  thought 
about  it,  and  as  I  thought  about  the  theme  of 
the  conference  today,  I  thought  about  the 
challenge  that  we  have  before  ourselves: 
healing  ourselves  as  we  do  our  work  of 
healing  our  conrmunities.  I  thought  that  what 
we  need  to  be  about  is  the  work  of  develop- 
ing our  own  sense  of  humanity.  We  need  to 
begin  to  develop  and  create  a  strong  voice 
within  ourselves,  and  I  want  to  share  with 
you  some  thoughts  about  how  that  journey 
has  been  for  me.  What  that's  meant  for  me  to 
find  my  voice  in  EngUsh,  in  Spanish.  What 
it's  meant  for  me  to  find  my  voice,  and  then 
to  use  that  voice  to  discover  my  community's 
voice,  in  English,  and  in  Spanish,  because  I 
do  traverse  two  worlds.  I  speak  in  two  lan- 
guages. I  think  in  two  languages.  I  dream  in 
two  languages.  And  I'm  not  sure  which 
language  I  dress  in,  but  two  worlds  certainly 
permeate  my  existence. 

So  I  want  to  share  with  you  some  thoughts 
about  my  journey  I  want  to  leave  you  with 
some  thoughts  as  you  continue  your  journey 
throughout  today,  because  I  think  this  jour- 
ney is  not  only  about  us  individually  discov- 


ering our  voice  and  strengthening  our  voice, 
but  it  is  also  about  strengthening  our  collec- 
tive voice.  We  come  together,  I  think,  to 
discover  a  collective  voice.  It's  easy  to  iden- 
tify differences  among  this  group.  It's  diffi- 
cult to  identify  similarities.  So  I  would  Like  us 
to  think  about  how  we  can,  if  possible  -  and  I 
believe  it  is  -  identify  a  collective  voice. 
Because  our  children  need  our  collective 
voice  today.  Not  tomorrow,  and  not  in  50 
years.  Our  children,  our  grandchildren,  need 
our  collective  voice  today. 

DISCOVERING  OURSELVES 

In  order  to  have  that  collective  voice,  each 
one  of  us  individually  has  to  discover,  tap, 
and  develop  the  potential  of  our  own  voice. 
Whether  it's  in  English,  in  Spanish,  in  the 
language  of  your  ancestors.  Through  yovir 
dreams,  we  need  to  discover  that  collective 
voice. 

As  we  begin  on  that  path  of  humanistic 
development,  I  look  to  other  colleagues,  I 
look  to  other  friends,  for  their  words  of 
wisdom.  Someone  that  I  consider  a  friend, 
although  I've  never  met  her,  is  Sarah 
Lawrence  Lightfoot.  Sarah  Lawrence 
Lightfoot  was  very  privileged  in  receiving  the 
MacArther  Fellowship.  She  interviewed  her 
mother,  Margaret  Lawrence,  a  child  psychia- 
trist, one  of  the  first  African- American 
women  to  receive  a  medical  degree  in  this 
country.  In  speaking  to  her  mother  (and  I 
hope  I  can  have  the  privilege  of  doing  the 
same  someday  -  to  listen  to  my  mother's 
stories,  to  listen  to  her  voice),  Sarah  Lawrence 
Lightfoot  Ustened  to  her  mother's  stories  and 
her  voice,  and  her  mother  said,  "Know  the 
long  sweep  of  your  own  history.  Know  the 
values  imbedded  in  your  cultural  perspec- 
tive. Know  the  inner  workings  of  your  own 
people  before  you  dare  to  ask  others  for 
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stories."  Because  what  will  happen,  especially 
when  we  come  together  in  a  multicultural 
group  like  the  one  we're  in  today.  It  is  very 
easy  to  look  at  each  other  and  to  stare  and 
to  inquire,  and  to  fall  into  the  "lookie-loo" 
phenomenon  of,  "You're  different,  tell  me 
about  you,"  "You're  unique,  tell  me  about 
you."  We  forget  that  the  richness  comes 
from  allowing  ourselves  to  share  our  own 
stories  first. 

I'm  intrigued  when  people  ask  me  where  I 
am  from.  On  a  good  day,  when  I'm  in  a 
positive  spirit,  I  know  what  they're  asking, 
and  I  know  that  in  a  novel  way  they  are 
saying  "Maria,  you  look  different,  you're  not 
European  American.  You  don't  look  Irish  or 
Jewish,  where  arc  you  from?"  If  I'm  on  the 
East  Coast,  people  think  I'm  from  the  country 
of  India.  I  may  be  Moroccan.  I  may  be  Nepali. 
If  I'm  on  the  West  Coast,  people  absolutely 
think  I  must  be  Chicana,  Latina,  from  a 
Central  or  South  American  country.  As  I  was 
trekking  through  Nepal  in  the  mountains  of 
the  Himalayas,  it  was  wonderful  to  have 
people  think  I  was  either  Tibetan  or  of  that 
area.  I  think  it's  wonderful  to  fit  in.  I  remem- 
ber going  to  Morocco  and  thinking  "I  have 
died  and  gone  to  heaven  because  I  look  like 
everybody  here!"  It  was  the  first  time  in  my 
life  that  I  looked  like  everyone  around  me.  It 
was  the  first  time  I  didn't  stand  out.  Even  in 
Mexico,  I  stand  out.  So  when  people  ask  me, 
"Maria,  where  are  you  from?",  if  I'm  in  a 
good  mood  and  in  good  spirits,  I  share  that 
my  parents  are  from  Mexico,  and  that  they 
came  as  immigrants  to  this  country  with 
three  small  children  in  tow.  And  three  more 
children  were  later  bom  here,  and  I  was  one 
of  the  latter  three.  If  I'm  not  in  a  good  mood, 
and  if  I've  had  a  hard  day,  and  if  something 
tells  me  this  isn't  a  very  sincere  question,  if  I 
feel  that  the  "lookie-loo"  phenomenon  has 
begun,  I  say  "You're  right  I'm  not  from 
Denver.  I'm  from  the  East  Coast.  I  came  here 
to  go  to  graduate  school."  And  they  look  at 
me  a  little  puzzled,  a  little  intrigued.  I  re- 
member a  graduate  school  professor  looking 
at  me  at  a  reception  and  saying,  "But  where 
are  you  really  from?"  I  had  not  had  a  good 
day.  So  I  said,  "You're  right,  I'm  not  from  the 
East  coast.  I  did  my  undergraduate  work 


there,  but  I'm  really  from  California."  His 
eyes  got  bigger.  This  was  not  good.  He  asked 
me  one  last  time.  "Now  where  are  you  really 
from?"  At  that  point,  a  little  tiny  spark  of 
compassion  came  back,  and  I  said,  "You're 
right,  my  parents  are  from  Mexico,  I'm 
Chicana,"  and  I  saw  the  sigh  of  relief.  At  that 
point,  I  don't  think  he  was  listening  anymore. 

But  when  people  ask  me,  "Where  are  you 
from?"  I'm  beginning  to  ask  myself  internally, 
please  tell  me  your  story  first.  I  want  to  know 
who  you  are.  Because  as  we  develop  the 
sense  of  humanity,  I  think  we  need  to  do 
what  Margaret  Lawrence  suggests,  and  that's 
to  know  our  own  inner  workings  before  we 
ask  others  their  story.  Hear  your  own  voice. 
Admire  your  own  beauty.  Reclaim  your 
cultural  beginnings. 

REMEMBERING  OUR  STORIES 

As  a  Chicana,  I've  been  on  a  journey  of 
remembering  -  remembering  my  stories, 
remembering  my  family's  stories,  and  re- 
membering my  ancestors'  stories.  1  smile  as  I 
drive  alone  sometimes.  Sometimes  I  laugh 
out  loud,  by  myself,  because  I'm  remember- 
ing the  stories.  Recalling  what  it's  meant  to 
me  to  be  Chicana,  and  to  grow  up  in  this 
country,  looking  darker  than  many  of  my 
friends.  Having  hair  that  didn't  exactly  lie 
flat.  Trying  to  look  white  as  a  little  girl, 
because  as  a  little  girl  that's  what  was  impor- 
tant to  me. 

When  my  name  was  changed  at  the  age  of  five, 
from  Maria  Agapita  Resendez  Guajardo  to 
Mary  Guajardo,  something  changed  in  me,  and 
my  story  began  to  accumulate.  My  brothers  and 
sisters  had  their  names  changed  by  their  teach- 
ers on  the  first  day  of  school,  from  Angela  to 
Angie,  Cecelia  to  Sally,  Martin  became  Martin, 
Jose  became  Joe,  and  Guadulupe  became  Lori. 
As  we  had  our  identities  changed,  our  stories 
began  to  accumulate.  Now,  I  continually  ask  in 
frustration,  who  gave  our  teachers  permission 
to  change  our  names?  Who  gave  our  teachers 
permission?  My  kindergarten  teacher,  who 
gave  her  permission  to  change  my  core,  and  to 
call  me  by  a  name  that  was  foreign?  Our  stories 
begin  at  a  very  young  age.  It  was  not  until  later 
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when  I  was  in  my  tw^enties  that  I  reclaimed 
my  name,  and  that  I  went  from  being  Mary 
Guajardo  to  becoming  Maria  Guajardo  again. 
It  was  a  long  journey!  And  how  many  of  our 
children  go  through  that  journey,  in  lots  of 
different  ways?  And  that  journey  has  many 
different  facets,  and  some  of  them  are  funny. 
And  that's  why,  when  I  drive  sometimes, 
you'll  see  me  laughing  in  my  car,  because  I'll 
remember. 

I  remember  being  seven  years  old,  and 
ninning  home  and  saying,  "Manuna, 
Mamma,  Sabe  Que?,  Sabe  Que?"and  sharing 
with  her  that  that  afternoon,  we  had  made 
w^affles  in  my  second  grade  class.  As  a 
Mexicana  growing  up  in  a  Mexican  family, 
we  ate  with  tortillas.  We  ate  rice  and  beans. 
We  ate  tacos  and  tamales  on  special  occa- 
sions. We  didn't  eat  with  forks.  We  didn't  eat 
salads.  We  were  healthy,  but  our  menu  was 
different.  And  I  remember  running  home  that 
day.  "Mamma,  Mamma,  Sabe  Que?  We  had 
waffles  today.  We  had  white  people's  food!"  I 
was  just  beside  myself.  And  that's  part  of  my 
journey  That's  part  of  my  story,  and  I  need  to 
remember  my  stories. 

I  remember  being  four  years  old,  not  in 
school  yet,  and  my  parents  were  migrant 
w^orkers.  At  that  age,  we  were  too  Httle  to  be 
left  anywhere.  My  older  brothers  and  sisters 
were  in  school,  so  my  parents  would  take  me 
and  my  younger  sister  with  them.  I  remem- 
ber this  particular  time  because  it  w^as  cold 
outside.  They  would  start  working  about  five 
in  the  niorning  and  they  would  wrap  us  up  in 
little  blankets,  and  I  was  four  and  my  sister 
was  maybe  two  turning  three,  and  we'd  be 
left  in  the  back  seat  of  the  car  all  bundled  up, 
feeling  safe  in  the  back  seat  of  the  car,  while 
my  parents  went  to  go  pick  oHves.  We  were 
picking  olives  then,  and  I  remember  the 
oHves.  You  can  hear  the  sound  of  oUves, 
because  they  fall  into  the  metal  containers 
that  are  hung  around  a  person's  neck.  You 
can  hear  the  olives  falling  on  the  tarp  as  they 
come  down  from  the  tree.  I  remember  being 
little  and  being  in  the  back  seat  of  this  car  and 
waking  up,  and  it  was  still  too  dark  and  too 
cold  to  go  join  my  parents,  and  so  I  remember 
sitting  there  sort  of  bright-eyed  and  wonder- 


ing, "Now  what  do  I  do?"  I  remember  find- 
ing a  crayon  on  the  floor  of  the  car.  It  was  my 
magical  crayon.  I  had  found  a  crayon,  and  I 
didn't  have  anything  to  write  on,  but  I  had 
found  a  crayon.  Pretty  soon  my  little  sister 
was  awake  and  we  had  this  crayon,  and  we 
didn't  have  any  paper.  So  we  looked  around. 
(We  were  quite  resourceful!)  We  looked 
around,  and  we  started  drawing  on  the  roof 
of  the  car.  I  can't  remeniber  exactly  what 
happened  when  my  parents  found  out,  but 
that's  one  of  my  stories,  that's  part  of  my 
beginning.  I  need  to  remember  my  stories. 

I  remember  the  influence  that  the  Catholic 
church  had  on  me  growing  up.  It  was  an 
important  factor  in  my  life.  It  was  so  impor- 
tant, that  I  remember  being  very  young  and 
playing  church.  We  would  fight  as  to  who 
could  be  the  priest,  because  then  we  would 
play  commvmion,  and  we  would  get  a  little 
pack  of  Life  Savers  and  we  would  say,  "In  the 
name  of  the  Father,"  and  we'd  give  each 
other  communion.  I  remember  that  story,  it's 
part  of  my  journey,  it's  part  of  growing  up. 

I  remember  the  first  time  that  I  celebrated 
Thariksgiving.  I  remember  discovering  this 
holiday.  My  sister  was  in  high  school,  and  I 
was  in  elementary  school.  She  came  home 
and  she  started  teUing  us  about  this  hoHday 
called  Thanksgiving.  How  everybody  bought 
a  turkey,  and  so  we  needed  to  do  Thanksgiv- 
ing. I  thought  this  w^as  quite  exciting.  We  had 
done  little  hand  turkeys  at  school  so  I 
thought  this  was  great.  So  my  family, 
Mexicanos  to  the  core,  went  and  bought  a 
turkey.  Now  we  didn't  have  the  full  story  yet. 
We  weren't  exactly  sure  how  this  was  all 
supposed  to  be  conducted,  so  we  cut  it  up 
into  little  pieces  and  my  mother  made  mole. 
That  was  my  first  Thaiiksgiving  -  the  first  one 
I  remember. 

ACCEPTING  OURSELVES 
AND  OUR  REALITIES 

Our  stories  are  a  part  of  us.  It's  a  part  of  my 
beginning,  and  it's  a  part  of  who  I  am  now.  So 
as  we  think  about  healing  ourselves,  I  think 
we  have  to  respect  our  beginnings.  We  have 
to  respect  where  w^e  started,  and  we  have  to 
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stay  away  from  the  "lookie-loo"  phenomenon 
until  we've  discovered  our  own  stories  and 
are  willing  to  share  them.  I've  shared  some 
humorous  stories,  but  not  all  of  them  were 
humorous.  There  was  a  lot  of  pain  in  growing 
up.  There  were  a  lot  of  n:\essages  that  I  didn't 
understand.  There  were  a  lot  of  things  that  I 
wanted  to  change,  and  a  lot  of  things  that  I 
was  embarrassed  about. 

I  was  embarrassed  about  being  on  welfare. 
Whenever  we  would  stop  working  in  the 
fields,  we  would  go  on  AFDC.  I  was  embar- 
rassed that  I  didn't  have  white  bread  at 
home.  I  remember  when  I  first  got  to  college 
and  ate  in  the  dormitories,  people  thought  I 
was  crazy.  I'd  pile  up  the  white  bread.  I 
thought  it  was  the  neatest  thing.  I  just  loved 
it,  but  I  had  never  had  it  as  a  child,  and  that's 
part  of  my  growing  up. 

As  we  begin  to  work  on  our  journey,  and  as 
each  one  of  us  thinks  about  the  process  of 
healing,  I'm  reminded  of  the  beginning  of  the 
word,  and  where  the  word  "heal"  comes 
from.  It  comes  from  the  idea  of  being  whole, 
of  being  complete.  The  word  "heal"  comes 
from  the  word  "holy."  I  would  ask  you  to 
think  throughout  the  day,  what  will  it  take  for 
you  to  heal,  for  you  to  become  whole,  for  you 
to  touch  the  core  of  your  wholeness,  that 
holiness,  that  sense  of  self  that  makes  you 
who  you  are? 

Often  times  though,  I  have  to  be  reminded 
why  I'm  on  this  journey,  and  recent  experi- 
ences in  my  work  are  great  reminders.  Last 
week,  I  had  two  young  seventh  graders  run 
into  our  office.  As  the  two  little  Chicanitas 
came  into  our  office,  I  could  sense  something 
was  wrong,  and  so  I  asked  Paula  and  Ysenia, 
"What's  going  on?"  Our  office  is  in  Baker 
neighborhood.  Little  Mexico  in  some  people's 
vocabulary.  They  said,  "We've  been  chased 
by  some  guys,  some  gang  kids.  They  were 
chasing  us  in  a  car  and  we  raced  through  the 
alley.  They  told  our  friends  that  if  they  caught 
up  with  us,  they  were  going  to  kill  us!" 
Seventh  graders.  Two  tiny  little  scrawny- 
looking  girls.  Part  of  their  everyday  reality  is 
being  fearful  for  their  lives,  because  those 
guys  in  the  black  car  who  flashed  their  guns 


at  them  have  threatened  to  kill  them. 

I  am  reminded  of  our  reality,  and  of  our 
children's  reality,  by  other  stories.  A  family 
member  came  to  me  not  very  long  ago,  and 
said,  "I  need  to  share  something  with  you 
because  I  haven't  told  anyone,  and  it's  be- 
coming harder  to  keep  it  a  secret."  She  shared 
the  story  of  how  she  was  molested  by  her 
stepfather  from  the  time  she  was  in  fourth 
grade  until  the  time  she  was  in  ninth  grade.  I 
sat  with  her  and  held  her  while  she  cried,  and 
I  began  to  ask  myself,  how  will  her  journey 
turn  out  -  this  journey  of  healing?  Because  it's 
about  healing,  not  only  ourselves,  but  our 
children.  Our  little  sisters,  our  nieces,  our 
cousins,  they  are  all  out  there.  It's  about 
healing  ourselves,  and  each  other. 

It's  only  by  finding  our  collective  voice  that 
we  will  be  able  to  provide  and  create  a  better 
future  for  our  children.  We  need  to  find  our 
\oice.  We  need  to  discover  our  story.  We  need 
to  hold  each  other  when  things  get  hard.  We 
need  to  laugh  by  ourselves  as  we  drive  down 
the  freeway,  listening  to  our  music.  We  need 
to  remember  our  stories  as  we  begin  to 
uncover,  tap  and  develop  the  sense  of  hu- 
manity. I  asked  myself  early  this  morning, 
"What  will  it  take?"  What  I  came  up  with  is, 
it's  going  to  take  so  much  energy.  It's  going  to 
take  courage,  and  it's  going  to  take  the  will, 
the  decision  that  something  will  change  in 
our  lifetime,  today,  next  week,  this  year.  It's 
going  to  take  a  lot  of  courage  to  oppose  the 
neglect,  the  trauma,  and  the  hatred  that 
confront  us  everyday. 

CHALLENGING  THE  SYSTEM 

I  pick  up  the  newspapers  daily  in  Denver, 
and  I  read  about  the  anti-immigrant  wave 
that  is  sweeping  this  covmtry.  The  resolution 
to  that  anti-immigrant  wave  that  is  currently 
being  proposed,  is  to  kick  them  out  of 
schools.  Don't  provide  them  health  services. 
Don't  let  them  speak  their  native  language. 
I'll  remind  you  all  that  Colorado  is  an  En- 
glish-only state,  and  that  anti-immigrant 
wave  will  soon  hit  this  state.  It's  here  already 
legally,  through  legislation.  It  will  soon  hit 
this  state.  I  would  ask  you  to  be  a  part  of  the 


32 


Keynote  Presentation 


collective  voice  that  says  no.  Our  sense  of 
humanity  is  too  deep  to  allow  this  kind  of 
hatred  against  each  other  to  be  perpetuated  in 
our  city,  in  our  state,  in  our  neighborhoods, 
and  within  our  families.  I  would  ask  you  to 
join  me  in  being  part  of  the  collective  voice 
that  says  that  will  not  happen  here.  I  think  of 
my  own  story  and  I  feel  blessed  35  years  old. 
I  am  young.  I  hope  when  I'm  50,  I'm  still 
saying  I'm  young,  and  I  hope  when  I'm  80, 1 
say  w^hatever  I  want.  I  feel  blessed  that  I  was 
bom  35  years  ago  because  I  am  the  daughter 
of  Mexican  immigrants.  If  I  had  been  bom  a 
year  ago  as  the  daughter  of  those  Mexican 
knmigrants,  and  if  Proposition  187  passes  in 
California,  I  would  not  have  received  an 
education.  If  I  had  been  born,  not  35  years 
ago,  but  a  year  ago,  and  I  would  have  gotten 
sick,  I  would  not  have  received  health  care  in 
this  country.  I  would  have  forgotten  my 
Sparush,  having  been  punished  at  an  early 
age  for  speaking  it.  And  according  to  the 
latest  book,  recently  published,  I  w^ould  have 
believed  that  I  was  genetically  inferior, 
cognitively.  That's  w^hat  I  would  believe, 
because  the  latest  book  is  telling  us  that, 
although  it's  not  conclusive,  it  seems  like 
there  are  genetic  differences  in  terms  of 
cognitive  ability  among  people.  Now,  how 
much  time  has  been  spent  looking  at  the 
intelligence  measures  that  have  come  to  that 
deduction? 

As  a  psychologist,  I  tested  children  fre- 
quently, and  one  of  my  favorite  questions 
was,  "Who  discovered  America?"  Now  the 
correct  answer,  according  to  the  test,  is  Chris- 
topher Columbus.  You  get  two  points  for  that 
answer.  Well,  1  remember  testing  an  eight- 
year-old,  and  I  said  to  her  in  Spanish,  "Mija, 
who  discovered  America?"  She  thought 
about  it  and  said,  "Bueno  Maestra  creo  que 

fueron  los  Indios the  Indians  discovered 

America!"  Well  she  didn't  get  two  points  for 
that  answer,  so  I  broke  the  testing  norms  a 
little  bit  and  I  said,  "Mija,  after  the  Indians, 
who  discovered  America?"  She  thought  and 
she  said,  "Well  Maestra,  after  the  Indians.. ..it 
was  those  Mexicanos.  The  Mexicans  discov- 
ered America."  She  doesn't  get  two  points  for 
that  either.  So  I  asked  her  one  more  time, 
"Mija,  after  the  Mexicanos,"  (because  I 


thought,  "She's  on  the  right  track  here"), 
"after  the  Mexicanos,  who  discovered 
America?"  She  looked  at  me  very  thought- 
fully, and  she  said,  "Bueno  Maestra,  after  the 
Mexicanos  you  couldn't  discover  it  any- 
more." Unfortunately,  she  didn't  get  two 
points  for  that  answer  either.  Now  was  that 
child  genetically  inferior?  What  can  we  say 
about  the  developers  of  this  test?  (From  the 
audience:  "They  are  genetically  inferior.")  I 
didn't  say  it,  but  thank  you  so  much  for  the 
conunent. 

We  need  to  challenge.  We  need  to  challenge 
the  propositions  that  are  being  laid  before  us  - 
that  anti-immigration  is  good;  that  genetic 
inferiority  exists;  that  being  mono-lingual  in 
English  is  the  best  way  to  go.  We  need  to 
challenge  the  propositions  that  are  being 
placed  before  us.  We  need  to  challenge  those 
as  part  of  the  collective  voice.  We  need  to 
challenge  those  because  it  will  be  a  part  of  my 
healing,  and  I  hope  it  will  be  a  part  of  your 
healing  as  well.  To  know  that  I  am  not  being 
punished  will  also  be  a  positive  piece  of  your 
development.  Because  we  can  no  longer 
stand  by  silently  and  let  these  propositions 
and  these  statements  be  voiced.  Silence  in  this 
circumstance,  and  silence  at  this  time,  is 
neglect.  It  feeds  the  party  that's  proposing 
them.  We  can  no  longer  afford  to  be  silent.  We 
need  to  bring  our  voices  individually.  We 
need  to  bring  our  voices  collectively.  You 
need  to  challenge  the  individuals  who  are 
supporting  those  statements.  It's  not  enough 
to  say,  "I'm  opposed  to  it."  Help  me.  Help  my 
children.  Help  your  grandchildren.  Don't  let 
offensive,  discriminatory  comments  be 
proposed  any  longer.  It's  going  to  hurt,  it's 
going  to  take  courage,  and  if  you  are  white, 
people  will  call  you  names.  If  you're  Latino, 
people  will  call  you  names.  If  you're  Native 
American  or  Asian  or  African  American.  But 
you  know  what?  People  have  been  calling  us 
names  for  a  long  time.  Our  collective  voice, 
perhaps,  can  begin  to  turn  this  tide. 

The  tide  is  changing  anyway.  The  demo- 
graphics of  this  country  are  changing.  Right 
now,  25  percent  of  this  country  are  people  of 
color.  In  the  year  2040,  50  percent  of  this 
country  will  be  of  color.  In  the  year  2040,  one 
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out  of  every  four  people  in  this  country  will 
be  Latino.  The  demographics  of  the  city  of 
Denver  reflect  what  this  country  will  look 
like  in  the  year  2040. 1  felt  it  was  magical 
when  I  discovered  that  statistic.  Currently, 
Denver  has  a  population  of  European  Ameri- 
cans of  about  57  percent.  In  the  year  2040,  the 
country's  population  of  whites  will  be  about 
50  percent.  Latinos  in  Denver  make  up  25 
percent  of  this  city's  population.  We  will 
make  up  25  percent  of  this  country's  popula- 
tion in  your  children's  lifetime.  African 
Americans  constitute  13  percent  of  this  city's 
population  and  they  will  constitute  13  per- 
cent of  this  country's  population.  Asian 
populations  will  increase  to  three  percent, 
which  is  their  makeup  of  the  Denver  commu- 
nity. They  will  constitute  10  percent  of  the 
national  community  in  the  year  2040.  Native 
Americans  will  remain  stable  at  about  one  or 
two  percent.  Currently,  that's  the  population 
makeup  in  Denver,  and  that's  what  it  will  be 
in  the  United  States  in  the  year  2040.  The 
demographics  of  this  country  are  changing, 
and  it  behooves  us  to  understand  each 
other's  stories.  And  if  we  listen  to  Margaret 
Lawrence,  it  behooves  us  to  understand  our 
own  story  first. 

CONFRONTING  THE  VIOLENCE 

Let  me  take  a  few  minutes  to  close  now  on  a 
particular  issue  that  1  would  Uke  to  share 
thoughts  on,  the  issue  of  violence.  You  may 
have  seen  recent  articles  in  the  paper  This 
one  out  of  the  Rocky  Mountain  News,  where 
it  reported  the  rate  of  violent  crime  is  soaring. 
In  this  article,  the  Justice  Department  con- 
ducted a  survey  with  100,000  individuals 
interviewed  for  the  first  time.  For  the  first 
tinne,  a  new  category  was  added,  and  that 
was  the  category  of  sexual  assault.  We're 
looking  today  at  women's  health  issues, 
we're  looking  at  our  own  process  of  healing. 
We're  looking  at  the  violence  that  is  detri- 
mental to  that  healing  and  to  that  status  of 
health,  and  it's  only  in  1994  that  the  Justice 
Department  is  beginning  to  share  with  us  the 
data  on  sexual  assaults.  One-half  million,  as  if 
it  were  insignificant.  One-half  a  million!  We 
need  to  form  a  collective  voice  to  begin  to 
stop  this  cycle  of  violence  -  that  half-a-million 


sexual  assaults  occurred  last  year  alone.  It 
included  completed  rapes,  attempted  rapes, 
and  non-rape  sexual  assaults.  The  study  also 
concludes  that  crimes  of  violence  continue  to 
increase  while  the  prison  population  also 
increases.  Now  I  want  you  to  put  these  pieces 
together  for  me,  because  I'm  struggling  to 
understand  them.  Crime  increases,  crimes  of 
violence  increase,  assaults  against  women 
increase,  our  prison  population  increases.  In 
fact,  the  prison  population  has  doubled  in  the 
last  ten  years.  I  believe  in  incarcerating  the 
perpetrators  of  violent  crime,  but  I  also 
believe  that  we  need  to  put  our  energy  and 
thought  into  prevention  and  intervention.  We 
cannot  lock  up  everybody  in  this  country.  A 
Latino  child  at  the  age  of  five  right  now  has 
as  much  chance  of  going  to  college  as  he  does 
of  going  to  prison.  My  five-year-old  godson 
has  as  much  chance  of  going  to  college  as  he 
does  of  going  to  prison.  If  the  stats  continue 
as  they  are,  50  percent  of  all  African-Ameri- 
can males  will  be  incarcerated  at  some  point 
in  their  lifetime.  We  need  to  start  rethinking 
how  we  do  this  business.  We  need  to  become 
more  responsible  about  advocating  for  a  new, 
more  humanistic  approach  to  how  we're 
raising  our  children  and  how  we're  dealing 
with  violence,  how  we're  dealing  with  pov- 
erty, how  we're  dealing  with  racism  in  our 
country.  In  this  article,  a  retired  New  York 
police  lieutenant  says,  "What  it  should  raise 
in  the  minds  of  citizens  is  whether  the  tough- 
on-crime  strategy  of  increasing  sentences  and 
building  more  prisons  has  any  affect  on 
crime."  My  sense  is  that  it  doesn't.  We  need 
to  begin  to  think  about  alternatives. 

Another  startling  reality  was  sitting  down 
last  night  with  Denver's  election  guide.  I 
wasn't  going  to  read  it,  and  then  I  was  fasci- 
nated as  I  began  to  read  it.  One  of  the  ques- 
tions that  was  asked  of  all  the  political  candi- 
dates, and  I  would  encourage  you,  absolutely, 
to  look  to  see  what  responses  are  to  the 
question,  "What  more  can  be  done  to  combat 
crime?"  We  see  that  the  violence  is  soaring. 
We  see  that  women  are  at  the  victim  end  of 
much  of  that  violence,  and  yet  some  of  our 
political  candidates,  in  response  to  that 
question  said,  "Nothing  more  can  be  done." 
Another  one  responded,  "I  don't  know."  Well, 
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if  you  don't  know,  then  maybe  you  shouldn't  be 
running.  Our  children  and  our  families  and  our 
neighborhoods  deserve  to  have  elected  officials 
who  have  thought  about  these  issues,  elected 
officials  who  can  provide  leadership  in  our 
communities. 

I  would  encourage  each  one  of  you,  as  part  of 
this  collective  voice,  to  become  informed.  I 
wasn't  going  to  read  it,  but  I  encourage  you  to 
read  it.  I  was  amazed.  I  was  astonished.  I  was 
absolutely  defeated  by  the  end  of  it,  reading 
some  of  the  responses  of  the  candidates.  In  1994, 
it's  difficult  for  me  to  believe  that  men  who  kill 
their  wives  are  being  told  by  judges  that  they 
had  a  good  reason  to  get  angry,  and  that  mur- 
der, in  fact,  can  be  condoned.  In  1994,  men  are 
killing  their  wives  and  it's  okay,  say  our  judges. 
I  beHeve  that  this  thinking  must  change,  and 
that  we  as  women  must  be  strong  voices  across 
this  country  and  condemn  these  actions  and 
these  thoughts.  It  is  not  okay  to  kill  women.  It  is 
not  okay  to  kiU  women  for  any  reason,  and 
certainly  not  in  cold  blood.  We  need  to  help 
each  other  raise  our  children  so  that  they  too 
can  believe  that  it  is  not  okay  —  not  only  to  kill 
each  other,  but  it  is  not  okay  for  men  to  kill 
women  in  our  society.  We,  as  a  collective  voice, 
can  begin  to  change  that  tide. 

November  8  is  next  week.  It  is  around  the 
comer,  and  I  encourage  you  to  become  part  of 
the  collective  voice.  Be  informed.  Not  only 
should  you  go  and  vote,  but  take  someone  with 
you.  Think  of  an  18-year-old,  a  19-year-old,  a  20- 
year-old,  w^ho  hopefully  is  registered.  Take  your 
mother.  Take  your  daughter.  Take  your  god- 
daughter. Go  with  someone  and  become  part  of 
the  collective  voice.  Some  of  the  choices  aren't 
great,  but  we  need  to  start  somewhere.  Don't 
vote  for  anyone  who  says,  "I  haven't  thought 
about  crime,  and  I'm  not  sure  what  I  would 
do."  You  deserve  better  leadership  than  that. 

HEALING  OURSELVES 

Let  n\e  close  with  a  couple  of  thoughts.  Our 
individual  journeys  are  powerful  journeys. 
They're  journeys  full  of  pain.  They're  jour- 
neys full  of  love.  They're  journeys  full  of 
laughter.  I  would  hope  that  as  you  drive 
alone,  as  you  cook  dinner,  as  you  get  up 


late,  that  sometimes  you  catch  yourself 
laughing  at  some  of  those  stories.  Some  of 
the  stories  need  to  be  laughed  at.  If  we 
don't  laugh,  we'll  cry. 

Some  of  the  stories  are  just  funny.  I  was  five 
years  old  and  I  wanted  to  be  white,  and  my 
little  next-door  neighbor,  \^vian,  was  Ught 
complexioned.  And  so  I  asked  her,  ""Vivian, 
how  did  you  get  so  white?"  Vivian  said  to  me, 
"I  take  baths  in  milk."  So  I  went  home  and  tried 
it.  I  didn't  know  how  I  could  keep  getting 
enough  milk.  They  would  notice  that  it  was 
missing.  Then  I  thought,  when  I  actually  turn 
white,  what  w^iU  I  teU  my  mom  and  dad? 

Some  of  the  stories  are  funny.  Some  of  them 
are  tinged  with  sadness,  but  we  need  to 
discover  our  own  stories.  Discover  your 
voice.  Discover  your  voice,  and  then  speak  it. 
Softly.  Loudly.  Share  it  with  your  mother. 
Share  it  with  your  daughter.  We  need  to  start 
with  each  other. 

Another  friend,  although  I've  never  met  her, 
is  Nikki  Giovanni.  I  was  reading  Nikki's 
work,  and  in  one  of  her  writings,  she  shared 
some  thoughts  that  I'd  like  to  share  with  you 
now.  She  says,  "We  plant,  we  reap,  we  try, 
because  we  are  human.  We  hope,  we  con- 
tinue. Our  soul  is  rested,  but  it  will  have  to 
get  up  in  the  morning  and  start  again."  Rest 
your  soul  today,  rest  it  tomorrow.  When  you 
get  back  to  work  on  Monday,  start  again,  and 
remember  that  you're  not  alone.  Remember 
that  your  journey  is  one  of  the  most  precious 
stories  that  you  can  share  with  someone  else. 
Gracias! 
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The  Dimensions  of  Mental  Health 

Ruth  L.  Fuller,  M.D.,  F.A.RA. 
School  of  Medicine,  University  of  Colorado  Health  Sciences  Center 


The  panelists  have  just  asked  me  to  speak  on 
the  areas  under  consideration  from  personal 
points  of  view.  I  would  like  to  begin  with  a 
bit  of  my  background. 

I  grew  up  in  New  York  City  but  spent  most 
summers  in  Washington,  D.C.  My  mother 
would  ship  me  off  to  my  cousins'  homes  at 
the  end  of  June,  and  I  would  return  around 
Labor  Day.  In  adolescence,  I  attended  college 
in  Washington,  D.C.  By  invitation,  I  relocated 
to  Denver  in  1978.  Since  I  have  lived  in 
different  settings,  I  feel  that  these  experiences 
make  me  a  multicultural  person. 

In  answer  to  the  question,  "What  have  been 
my  struggles  my  career?"  My  career  includes 
being  a  physician,  psychiatrist,  child  and 
adolescent  psychiatrist,  and  psychoanalyst. 
Mainly,  I  think  that  I  have  struggled  w^ith 
forces  that  most  women  of  color  encounter. 
For  example,  to  date,  I  am  still  the  only 
physician  in  my  extended  family.  However, 
we  do  have  a  crop  of  educators,  lawyers, 
mathematicians  and  computer  experts. 

With  my  introduction  into  medical  school,  I 
was  presented  with  the  fact  that  my  col- 
leagues and  I  struggled  with  some  very  basic 
differences.  First,  there  were  less  than  five 
persons  of  color  in  my  iirunediate  class,  and 
less  than  10  in  all  approximately  600  students. 
The  time  was  1957  and  the  country  wrestled 
with  the  question  of  whether  or  not  each 
"(citizen)  is  created  equal".  For  day  to  day 
living  and  w^orking,  the  answ^er  was  no.  In 
order  to  make  some  order  out  of  the  emo- 
tional disorder  that  I  was  encountering,  I 
began  a  quest  for  a  way  of  understanding  the 
diverse  humanity  that  surrotmded  me.  I 
looked  for  a  frame  of  reference.  I  still  use  this 
approach  in  teaching  undergraduate,  gradu- 
ate and  postgraduate  students  and  col- 
leagues. The  subject  relates  to  changing 


populations.  The  question  is  how  to  deUver 
culturally  relevant  mental  health  services  to 
any  population  in  any  setting. 

A  few  years  ago,  there  was  a  drawing  of  a 
Black  baby  in  a  cradle  in  a  treetop.  It  referred 
to  the  "Black  healthcare:  A  Crisis  in  Need  of  a 
Cure."  I  think  that  the  crisis  in  need  of  a  cure 
is  "number  one"  on  most  people's  "Hit  Pa- 
rades," unless  they  have  had  a  need  for 
mental  health  care.  I  was  reminiscing  and 
talking  about  sitting  on  the  ColoradoCare 
Benefits  Committee  for  a  year.  I  found  with 
meetings  as  frequent  as  every  two  weeks, 
there  was  still  the  mental  health  'issue'.  The 
issue  was  whether  or  not  mental  health  care 
was  relevant,  necessary  or  going  to  cause  the 
demise  of  all  health  care  by  being  too  expen- 
sive and  not  cost  effective.  Part  of  my  discus- 
sion was  siniilar  to  what  I  would  say  in  a 
classroom,  seminar  or  committee.  AJn  Indi- 
vidual who  wishes  to  understand  people  and 
their  needs  must  have  a  conceptual  frame- 
work for  trying  to  understand  both  her/his 
own  cultural  background,  and  then  any  other 
cultural  background. 

One  such  framework  is  for  an  ethnosystem. 
This  framework  was  published  in  1984  by  the 
Howard  University  Press,  it  happens  to  be  for 
Black  families.  In  the  same  book,  one  finds 
other  frameworks  presented  in  terms  of 
Asian /Pacific- Americans,  for  example.  This 
type  of  organizer  aids  in  having  an  individual 
understand  any  one  person  in  any  one  fanuly. 
Some  of  the  issues  are  geographic  (physically 
where  one  is  located  in  the  world)  and  eco- 
nomic. About  a  year  and  a  half  ago,  I  looked 
up  the  economic  status  of  women  and  chil- 
dren in  the  United  States  and  it  was  getting 
worse.  It  is  not  comfortable  to  think  about 
such  a  large  portion  of  the  population  of  this 
country  getting  poorer.  You  have  younger 
poor;  you  have  young  families  that  are  poor 
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and  single  moms  that  are  poor.  With  some 
exceptions  the  one  group  that  seems  to  be  less 
poor  than  20  years  ago  is  the  older  American. 

There  are  a  number  of  factors  that  influence 
one's  mental  health  and  they  are  noted  across 
cultures.  As  1  was  looking  at  some  of  these 
important  factors,  a  thread  emerged.  Rela- 
tionships are  very  important  to  all  ethnically 
diverse  groups.  Non-ethnically  diverse 
groups  may  have  important  relationships  but 
I  was  looking  for  the  thread.  We  speak  of  the 
need  for  support  groups.  The  first  support 
group  is  the  most  immediate  family.  For 
people  of  color,  the  family  is  defined  differ- 
ently; it  is  much  more  inclusive.  I  think  of  my 
own  experience  -  the  cousins  that  I  visited 
every  summer  in  the  heat  of  Washington, 
D.C.  For  years,  I  did  not  realize  that  they 
were  not  my  siblings  because  we  were  cared 
for  collectively.  Other  factors  include  divorce 
and  aging.  Multigenerational  living  is  more 
of  a  norm.  From  my  own  experience,  at  one 
point,  my  mother  decided  that,  due  to  her 
loss  of  vision  and  other  illnesses,  she  no 
longer  wanted  to  maintain  the  apartment  that 
we  had  shared  in  the  housing  project.  She 
came  to  live  with  me,  my  husband,  and  then 
kids,  in  a  brownstone  in  Harlem.  It  never 
crossed  my  mind  that  she  would  not  do  that. 
I  have  given  consultation  on  multigenera- 
tional living  to  non-minority  colleagues  who 
have  gone  to  get  their  older  parents  and  have 
been  told  such  things  as,  "Oh,  you're  doing 
this  because  you  have  not  resolved  your 
dependency  issues." 

There  are  also  issues  around  education.  In 
Denver  in  recent  months,  there  has  been  more 
focus  on  the  school  dropout  rate  again  and 
particularly  in  high  school.  But  I  find  it  very 
discouraging  that  there  are  still  issues  of 
discrimination.  A  woman  of  color  may  have 
similar  or  equal  credentials,  but  not  necessar- 
ily make  as  much  money. 

Another  conceptual  framework  adds  another 
dimension.  I  borrow  this  from  one  of  my 
Latina  colleagues  who  pointed  out  that  it  is 
also  helpful  to  consider  where  any  one 
person  falls  on  the  spectrum  of  traditional  to 
contemporary,  traditional  for  the  person's 


culture  and  contemporary  in  a  more  blended 
culture.  People  can  take  a  different  view  of 
different  aspects  of  their  lives  as  being  more 
traditional  or  more  contemporary.  For  ex- 
ample, I  am  very  traditional  about  time.  1 
don't  mind  if  somebody  shows  up  three  days, 
four  hours  and  twenty  minutes  late  for  an 
appointment.  My  first  greeting  is,  "I'm  glad 
you  could  make  it.  Did  you  have  difficulty?" 
Usually,  the  individual  tells  me  about  the 
tasks  that  they  had  to  take  care  of  before  they 
could  come  in  and  loUygag  with  me  for  about 
an  hour 

We  may  ask  the  question,  "Why  are  we  doing 
this  (struggling  to  reach  understanding)?" 
When  we  look  to  the  future,  the  future  of 
young  women,  there  will  be  more  ethnic  and 
cultural  blending.  In  December  1993,  Time 
Magazine  did  a  special  issue  in  this  subject. 

With  those  thoughts,  I  will  now  try  to  quickly 
mention  some  of  the  issues  that  I  think  are 
pertinent  to  mental  health.  As  a  separate 
entit\',  mental  health  is  not  a  part  of  many 
cultures  because  the  cultures  have  not  sepa- 
rated mental  health  from  physical  health  or 
from  overall  well-being.  The  phenomenon  of 
separating  physical  and  mental  health  from 
overall  well-being  is  part  of  western  Euro- 
pean-American medicine.  Some  medical 
terms  only  came  into  being  some  100  to  130 
years  ago,  some  originating  in  central  Europe. 

W^at  then,  is  the  task  of  those  who  offer  skill 
in  knowing  about  mental  illness?  First,  when 
talking  about  ethnic  diversity,  women,  chil- 
dren and  adolescents,  you  cover  groups  of 
chronically  underserved  populations.  Second, 
chronically  underserved  populations  are 
usually  the  first  to  be  eliminated  from  the 
hard-pressed  budgets  of  public  institutions. 
The  University  of  Colorado  is  a  public  institu- 
tion, but  am  thinking  of  an  even  more  public 
institution.  For  12  years,  I  worked  as  a  staff 
psychiatrist  and  director  of  a  clinic  in  a 
housing  project  in  East  Harlem,  New  York. 
The  families  using  the  clinic  impressed  years 
of  staff  members  and  students-in-training 
with  some  basic  principles:  one  -  be  in  the 
neighborhood,  not  far  away;  two  -  do  not 
create  an  obstacle  course  between  the  families 
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and  the  staff;  three  -  stay  with  the  clinic  long 
enough  to  establish  some  credibility;  four  - 
niake  difference  in  language  a  mutual 
struggle,  not  just  the  family's  struggle;  and 
five  -  if  you  work  with  these  issues,  people 
will  come. 

Recently  in  October,  there  w^as  Mental  Illness 
Awareness  Week.  Major  depression  was  a 
major  focus  of  this  campaign  for  public 
awareness.  For  women  throughout  their 
lifetimes,  the  estimated  incidence  of  depres- 
sion is  10  percent.  When  substance  abuse  is 
added,  the  incidence  is  closer  to  30  percent. 
The  incidence  is  expensive.  Costs  are  esti- 
mated at  up  to  $43  billion  for  depression  and 
$174  billion  for  overall  mental  illness.  Let  us 
think  about  what  we  know:  you  don't  feel 
well  when  you  are  depressed;  you  don't  work 
well  when  you  don't  feel  well.  In  meeting 
ethnically  diverse  women,  it  is  the  task  of  the 
practitioner  of  Western  medicine  to  figure  out 
how^  to  translate  w^hat  s/he  has  to  offer,  and 
not  the  family's.  If  families  are  asked  to  do 
this  w^ork,  they  tend  to  leave.  At  the  same 
time,  people  con\e  in  because  there  is  some- 
thing w^rong,  and  they  would  like  some  help 
that  is  not  available  among  their  traditional 
resources.  As  one  Native- American  mother 
said,  "I  know  my  resources,  that's  why  I'm 
bringing  him  here.  This  is  more  than  is  in 
keeping  with  our  culture."  A  different  ex- 
ample of  the  struggle  to  understand  and  to 
make  myself  understood  is  seen  in  the  com- 
ment made  to  me  by  a  number  of  Hispanic 
mothers.  "I  will  speak  English  because  your 
Spanish  is  so  bad,  I  can  not  understand  a 
word  that  you're  saying."  I  had  tried,  so  each 
of  the  mothers  tried.  By  the  way,  each  was 
quite  right.  Her  English  was  much,  much 
better  than  my  Spanish! 

As  professionals,  there  are  other  stressors.  As 
a  woman  of  color,  your  net  worth  is  less  than 
your  Anglo  covmterpart.  For  example,  I  have 
been  seated  on  contmittees  that  have  decided 
to  add  an  assessment  of  two  -  five  hundred 
dollars  for  being  there.  When  that  happens,  I 
look  at  the  other  committee  members  and 
know^  that  they  have  no  concept  of  what  such 
an  assessment  means  to  me.  My  presence  on 
a  committee  says,  "You're  Hke  me." 


During  the  break,  we  were  talking  a  little  bit 
about  some  issues  of  privilege.  Those  indi- 
viduals that  have  the  privilege  of  class,  color 
and  religion  have  a  very,  very  different  daily 
life  than  do  women  of  color  who  deal  with 
one  or  more  of  these  'eHteisms'. 

Some  other  basic  misunderstandings  that 
occur  in  terms  of  mental  health  include: 
nusunderstandings  that  occur  in  terms  of 
what  family  roles  are,  how  people  treat  each 
other,  and  the  values  associated  with  certain 
concepts.  From  my  own  background,  I  often 
use  the  place  and  perception  of  aggression. 
My  tolerance  for  aggression  is  higher  than 
some  of  my  colleagues.  When  families  speak 
more  spontaneously,  they  often  have  a  differ- 
ent understanding  of  what  is  being  conveyed, 
especially  in  relationship  to  children.  An 
example  would  be  the  saying  that  Bill  Cosby 
made  famous,  "I  brought  you  into  this  world, 
and  I  will  take  you  out."  More  than  one 
parent  has  been  seen  as  very  Ukely  at  risk  for 
child  abuse. 

There  are  other  commiinication  issues  besides 
translating  froni  one  language  to  another.  I 
translate  from  English  to  English.  More  than 
one  African- American  w^oman  has  been  on 
their  way  to  the  State  Hospital  because  she 
described  her  husband  as  'evil'.  When  the 
interviewer  said,  "Do  you  beHeve  he's  pos- 
sessed by  the  devil?",  the  patient  repHed, 
"Only  in  the  nioming,  because  he  is  real  evil 
in  the  morning."  This  statement  became  the 
documentation  of  why  this  woman  needed  to 
be  in  a  long-term  psychiatric  hospital.  I 
happened  to  be  present  and  I  did  intervene. 

There  are  other  aspects  of  misunderstand- 
ings. There  are  stereotypes  that  we  all  hold 
because  w^e  are  not  particularly  familiar  with 
a  lot  of  other  people  in  different  places.  We 
are  also  influenced  by  a  tradition  of  the  visual 
arts,  which  are  very  pow^erful.  I  still  think  I 
w^anted  to  come  west  because  of  John  Wayne 
movies.  I  was  looking  at  the  surroundings 
shown  in  the  films,  and  it  took  a  while  to 
dawn  on  me  that  something  w^as  wrong  with 
the  picture.  Another  factor  for  moving  west 
was  that  someone  was  going  to  bring  me  out, 
pay  for  the  move  and  make  me  full-time 
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faculty.  I  did  not  become  full-time  faculty  for 
12  years  after  training  because  I  thought  that 
people  in  academic  medicine  were  in  a 
different  world  concerning  real  life  (I  would 
have  guessed  somewhere  around  Pluto.  Now, 
I  think  that  the  have  moved  up  a  little  to 
somewhere  around  Jupiter). 

Now,  there  is  enormous  impetus  now  in 
terms  of  diversity.  1  use  the  word  diversity 
because  that's  what  we've  been  teaching.  I've 
borrowed  something  from  Linda  Chase, 
Equal  Opportunity  Specialist  for  the  Univer- 
sity of  Colorado  Health  Sciences  Center.  She 
has  a  training  series  called  "Death  of  Affirma- 
tive Action  —  Birth  of  Diversity."  The  concept 
of  diversity  seems  to  be  much  more  inclusive 
or  a  horizontal  organization,  like  a  spoked 
wheel.  The  assumption  is  that  each  person 
has  her/his  individual  expertise.  The  exper- 
tise is  based  on  the  fact  that  no  one  else  is 
living  life  for  them.  It  is  a  joint  effort  trying  to 
match  what  we  (service  providers)  have  to 
offer  with  what  a  family  needs. 

I'd  like  to  spend  just  a  couple  of  minutes  on 
some  of  the  changes  that  have  taken  place 


just  in  my  career  in  medicine.  One  of  the 
growing  areas  of  thoughtful  research  is  in 
special  centers  for  mental  health  through- 
out the  country,  we  have  one  right  here  in 
Colorado.  The  National  Center  for  Native 
American  and  Alaskan  Native  Mental 
Health  Research  is  located  in  the  Depart- 
ment of  Psychiatry.  I  would  strongly  recom- 
mend becoming  familiar  with  the  center 
and  it's  journal.  In  California,  there  is  a 
center  for  Ethnopsychopharmacology.  The 
work  includes  the  study  of  the  effects  of  the 
metabolism  of  medication  as  they  vary 
from  culture  to  culture.  You  may  have 
heard  reports  from  families  about  the 
effects  of  medication  or  other  substances 
that  made  them  unhappy,  for  example,  the 
metabolism  of  alcohol.  It  has  been  found 
that  different  ethnic  groups  do  not  metabo- 
lize alcohol  well.  They  are  much  more 
susceptible  to  side  effects  and  toxicity.  One 
group  is  Native-Americans.  Other  groups 
reported  include  some  Asian  and  Eastern 
European  groups.  My  own  experience  has 
come  from  working  with  parents  of  various 
backgrounds  who  had  very  low  tolerance 
for  e.g.  lithium. 
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The  Dimensions  of  Substance  Abuse 

Geri  Reyna-Challis  (Taos  Pueblo) 
Eagle  Lodge,  Inc. 


(Note:  The  following  presentation  was  printed  from  a  direct  transcript  of  the  proceedings  and  has  not 
been  edited  by  the  presenter.) 


How  many  of  you  are  clinicians  and  thera- 
pists working  in  the  area  of  substance  abuse? 
How  many  of  you  are  working  with  Native- 
Americans?  I  just  finished  a  conference 
presentation  focusing  on  working  with 
Native- American  clients.  Our  clinic  is  work- 
ing with  a  number  of  patients  who  have  dual 
diagnoses.  We  are  collaborating  with  the 
University  of  Colorado  Department  of  Psy- 
chiatry with  Dr.  Shore.  Our  patients  come 
from  Southern  Arizona,  New  Mexico,  Mon- 
tana and  the  North  Dakota /Northern  Plains 
region.  We  are  one  of  the  few  organizations 
that  I  know^  of  that  will  be  dealing  with  dual 
diagnoses.  My  specialty  is  working  with 
women.  Five  years  ago,  I  developed  a  sub- 
stance abuse  treatment  program  for  Native- 
American  women.  (I  specialize  in  this  area  for 
some  very  personal  reasons.)  I  am  involved 
in  my  own  personal  recovery  and  that  helps 
me  to  understand  the  women  that  I  w^ork 
with.  A  woman  w^ho  seeks  treatment  is  a 
stigmatized  woman,  especially  if  she  is  a 
woman  of  color.  Although  I  work  mostly  with 
American-Indian  women,  my  doors  are 
always  open  for  consultation  on  an  outpa- 
tient basis  for  women  of  all  races  and 
ethnicity.  Many  barriers  exist  for  women  who 
wish  to  get  into  treatm.ent.  In  the  early  '80s, 
w^omen  who  had  substance  abuse  problems 
were  pretty  much  stashed  in  the  closet.  I 
should  know.  I  was  one  of  them.  One  of  the 
things  that  we  realize  is  that  we  get  tired  of 
being  tired.  We  run  scared.  We  run  blind.  We 
feel  helpless.  We  are  afraid  of  what  others 
will  say.  In  our  recovery,  we  say  that  addic- 
tions -  whether  it's  drugs  or  alcohol  -  cause 
our  lives  to  be  unmanageable  in  all  areas.  We 
lose  people,  places  and  things.  Some  of  the 
women  do  sacrifice  themselves  to  get  help. 


even  if  they  have  to  lose  people,  places  and 
things.  When  women  come  into  our  program, 
whether  it's  residential  or  outpatient,  the 
strongest  emotion  they  display  is  fear.  It  takes 
a  while  for  them  to  be  able  to  say,  "I  need 
help."  A  lot  of  our  clients  come  into  treatment 
programs  through  the  judicial  court  system. 
In  the  long  run,  they  begin  to  realize  why 
they're  there.  At  first,  they  retaliate.  But  after 
a  while,  they  are  glad  that  somebody  cared 
and  made  them  go  into  programs.  There  are 
many  fears:  the  fear  of  losing  our  children, 
the  fear  of  losing  a  home,  the  fear  of  being 
without  friends.  A  lot  of  my  patients  are  from 
the  court  systems.  They  lose  their  children 
because  of  their  drinking  or  leave  their 
children  unattended  to  go  out  and  drink. 
Many  of  them  take  care  of  themselves  in  the 
sense  that  they  do  whatever  they  have  to  do 
to  cover  up  their  feelings  or  hide  their  addic- 
tions. The  first  step  is  to  realize  that  prob- 
lems exist  but  that  they  can  do  something 
about  them. 

In  my  outpatient  program,  we  hold  women's 
support  groups.  Most  women  do  not  realize 
that  they  have  a  lot  to  offer  other  women  and 
other  addicts.  In  our  groups,  we  learn  who 
we  are,  what  we  are,  and  where  w^e  come 
from.  One  of  the  things  in  my  circle  that  I  ask 
is,  "How  many  of  you  know  where  you  came 
from?  How  many  of  you  know  your  lan- 
guage, your  history  of  your  tribe,  and  the 
history  of  your  family?"  You'd  be  amazed 
how  few  can  answer  those  questions.  They 
don't  know  where  they  come  from.  A  lot  of 
times  when  they  drink,  they  cry  a  lot,  because 
they  can  hide  themselves  and  their  identities. 
Every  woman  has  an  identity.  But  they  learn 
to  hide  in  the  closet.  They're  so  sensitive 
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sometimes  that  if  anybody  says  anything  to 
them,  they  react.  In  our  program,  we  teach 
them  to  love  themselves.  Look  around  you, 
look  at  the  beautiful  women,  the  sisters,  the 
way  they  dress,  the  way  they  fix  themselves 
up.  Think  today  of  the  women  out  there  on 
the  streets,  in  homes,  in  offices,  wherever 
they  may  be,  that  are  hurting  very  much.  It 
could  be  your  mother.  It  could  be  your  sister. 
It  could  be  your  grandmother.  It  could  be 
your  aunt,  or  a  friend  -  a  close  friend,  who  is 
struggling  with  a  problem  of  addiction.  They 
do  not  know  how  to  receive  themselves  or 
acknowledge  themselves.  And  that's  what  we 
do.  We  work  with  recovery  issues,  and  we 
also  work  with  identification.  You're  okay 
even  if  you  have  a  problem,  so  let's  get  to 
work.  We  do  a  lot  of  self  identification  (look- 
ing into  the  mirror)  which  requires  a  lot  of 
Kleenex.  For  the  first  time,  these  women 
identify  and  acknowledge  themselves.  They 
get  in  touch  with  themselves,  and  they  get 
mad  at  themselves. 

Ouring  this  journey,  we  ask  the  women  to 
write  about  who  they  are,  what's  going  on  in 
their  lives,  what  they  are  feeling,  and  to  see 
and  process  that.  We  are  very  sensihve  to  the 
woman  who  cries  because  we  can  feel  it.  You 
can  laugh  and  you  can  cry,  but  in  order  to  be 
able  to  help  these  women  in  programs,  you 
need  to  be  able  to  be  very  sensitive,  and  offer 
nourishment,  caring,  empathy,  and  most  of 
all,  for  support.  This  summer,  we  are  going  to 
kick  off  a  women's  empowerment  support 
group,  go  through  quests,  go  up  in  the  moun- 
tains, have  talking  circles,  get  in  touch  with 
nature,  and  holler. 

A  word  about  hollering:  It  is  a  way  to  clear 
the  air,  to  get  everything  out  of  yourself.  It's 
okay  to  do  that.  I  would  like  to  ask  those  of 
you  who  believe  in  yourselves  to  stand  up 
and  clap  your  hands,  acknowledge  your- 
selves. More  power  to  you  women  and  our 
few  men  in  here,  to  stand  up  and  clap  your 
hands.  Acknowledge  yourselves,  give  recog- 
nition to  yourselves  that  you're  here  today! 
How  many  women  are  going  to  do  that? 
Look  around,  look  around  at  the  women  who 
are  clapping.  Look  at  the  smiling  faces. 


There  are  a  lot  of  women  out  there  who  don't 
acknowledge  themselves.  They  don't  know 
how  to  begin.  Each  and  every  day,  you  wake 
up,  you  look  into  the  mirror,  look  at  yourself 
and  say,  "Damn  I  look  good.  I  feel  good."  In 
our  talking  circles,  we  learn  to  celebrate  being 
Native- American  women,  to  thank  our 
creator  for  this  day  -  whether  it  be  rough  or 
sad  or  powerful. 

It  feels  good  to  see  my  patients  come  through 
treatment  and  say,  "I  made  it."  That's  why  in 
our  groups,  we  stand  up  and  acknowledge 
ourselves  beside  the  mirror  and  clap  to  each 
other.  We  look  at  each  other  and  say  "You're 
not  as  bad  as  people  think,"  or  "You're  not  as 
crazy  as  you  think."  You  just  need  someone 
to  be  there  for  you  and  help  you.  That's  what 
sisterhood  is  all  about.  It's  about  loving  one 
another. 

Yesterday,  I  was  lost  here  trying  to  register, 
and  somebody  helped  me  to  that  registration 
table  and  said,  "Thank  you."  It  feels  good  to 
know  that  a  woman  from  another  race  can 
come  to  me  and  say,  "Are  you  lost?"  I  said, 
"Am  I  that  obvious?"  So  it  feels  good  to 
acknowledge  one  another. 

Substance  abuse  is  a  very  chronic  condition  of 
critical  importance.  It's  moving  out  of  the 
closets  and  coming  out  of  the  dark  rooms, 
especially  for  the  women.  It's  been  okay  for  a 
man  to  go  out  and  live  it  up  and  do  what  he 
wants  to  do.  But  the  wives,  sisters  and  girl- 
friends had  hidden  substance  abuse  problems 
that  were  never  acknowledged.  The  women 
would  sedate  themselves  with  alcohol  -  a  nip 
or  two  here  and  there  -  and  slowly  it  became 
worse  and  uncontrollable.  Today  I  am 
pleased  to  say  that  there  are  a  lot  of  women 
that  are  coming  out  of  the  closets  and  saying, 
"I  need  help.  I  think  I  have  a  problem,"  or  "I 
don't  really  have  a  problem,  but  could  you 
help  me  anyway?" 

A  lot  of  times  I  challenge  the  women  in 
courts,  especially  the  moms  who  are  charged 
with  child  abuse  or  child  neglect  because  of 
their  drinking.  I  love  doing  some  reality  hot 
seating,  because  it's  very  important  for  them 
that,  if  they  can't  acknowledge  their  problem. 
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they  know  someone  is  seeing  it.  My  golden 
rule  is,  "don't  'BS'  another  'BS-er'"  because 
I've  been  there,  and  I've  probably  used  some 
of  those  excuses  myself.  All  of  our  therapists 
and  counselors  go  through  intensive  training. 
The  majority  are  recovering.  It  helps.  We  do 
interventions.  We  do  preventions.  We  do 
treatments.  We're  "Jills-of-all- trades."  We  are 
there  for  the  women.  We  are  there  for  the 
children.  We  are  also  there  for  the  males. 

Last  week  I  w^as  at  a  meeting  and  this  lady 
that  I  had  gone  through  the  program  with 
came  into  the  meeting.  She  was  celebrating 


her  one  year  birthday,  and  her  husband  was 
there.  When  she  was  speaking,  she  told  her 
husband,  "You  can't  tell  me  anymore  that  I 
can't  do  anything.  I  have  finally  awakened.  I 
am  a  flower  that  I  believe  to  have  grown  and 
bloomed  every  year."  I  tell  my  women,  "Pick 
a  flower  -  not  just  a  rose,  but  pick  a  flow^er 
that  resembles  you."  I  love  a  cactus  flower, 
because  I  can  sting  back.  Now  I  can  stand  up 
and  I  can  prick  anybody  I  want.  There  is  help 
for  women  addicts.  There  are  more  agencies 
serving  women  than  ever  before  in  our 
lifetime  here  in  Denver.  If  you  are  a  cLinician, 
volunteer  your  time.  You'll  never  regret  it. 
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The  Dimensions  of  Violence 

Abby  Trujillo  Maestas 
Salt  Lake  Rape  Crisis  Center 


Every  time  I  hear  about  the  "Courageous 
Woman  of  Action  Award"  I  received,  I  picture 
myself  looking  a  lot  like  Pancho  Villa  -  you 
know,  with  bullets  and  pistols.  But  that's  not 
really  the  kind  of  courage  we're  talking 
about.  The  kind  of  courage  being  talked 
about  is  what  we're  doing  here  today  -  taking 
an  opportunity  and  a  chance  to  get  to  know 
ourselves  and  share  the  stories  that  we  have. 
We've  heard  a  lot  about  our  personal  stories 
and  our  histories  and  where  we  are  from  and 
who  we  are.  One  of  the  issues  that  we  have  as 
women  of  color  is  that  we  cannot  fight  for 
our  cause  until  we  know  who  we  are.  We 
cannot.  It's  not  possible. 

I  want  to  publicly  thank  Maria  for  broaching 
the  subject  of  violence  this  morning.  We  have, 
as  women,  and  particularly  as  women  of 
color,  pretended  that  violence  does  not  occur 
in  our  lives  on  a  daily  basis.  Every  female 
that  is  bom  in  this  country  is  born  with  the 
understanding  that  she  will  be,  at  some  time, 
subject  to  a  violent  act.  She  will  be  raped.  She 
will  be  abused.  She  will  be  molested.  Every 
female.  Men  are  not  raised  that  way.  Women 
are  raised  in  fear.  The  most  personal,  dehu- 
manizing, unbelievable,  heinous  crime  is  that 
of  sexual  assault.  It  reaches  into  the  core  and 
deepest  part  of  our  humanity  and  who  we 
are. 

The  statistics  tell  us  that  one  in  five  American 
women  are  sexually  assaulted  in  this  country 
If  you  look  around  in  this  group,  because  we 
are  predominately  women  of  color,  that 
statistic  will  be  more  like  one  in  two.  Half  of 
us  have  suffered  some  type  of  sexual  assault 
and  sexual  abuse  and  sexual  violence. 

At  the  Salt  Lake  Rape  Crisis  Center,  I  talk 
with  women  (and  men  and  children  -  but 
primarily  w^omen)  every  day  about  this 


horrendous  and  heinous  crime  and  injustice.  I 
am  an^azed  at  how  many  women  of  color  I 
see.  I'm  amazed  at  how  many  of  those 
women  hang  their  heads  and  say  "But  it's 
part  of  our  culture."  It  breaks  my  heart  just  a 
little  bit  because,  as  a  Chicano,  it  is  not  and  I 
will  not  let  it  be  again,  part  of  my  culture. 

If  we  want  to  put  violence  and  rape  and 
sexual  assault  in  a  category,  1  think  it  is 
important  that  we  address  the  issue  of  do- 
mestic violence,  but  that  we  not  put  it  in  an 
area  that  we  call  domestic  violence  so  that  it 
sounds  pretty.  Those  are  good  words.  They 
had  impact  in  the  beginning.  They  no  longer 
have  the  impact.  Domestic  violence  is  vio- 
lence that  occurs  where  we  live.  What  we 
must  understand  as  women,  particularly 
women  of  color,  is  that  we  live  in  this  world. 
So  if  we  talk  about  domestic  violence,  we  talk 
about  all  violence  to  all  women  everywhere, 
and  not  just  in  our  homes.  We  are  told  that 
one  out  of  four  females  in  this  country  will  be 
sexually  assaulted,  sexually  abused  or  sexu- 
ally molested  before  she  reaches  the  age  of  18 
-  25  percent  of  the  female  population!  If  it 
were  politically  correct  and  appropriate  to 
ask  the  women  in  this  room  to  stand  if  they 
had  experienced  sexual  assault  in  their  lives, 
we  would  be  amazed,  because  most  of  us 
would  have  to  stand.  Most  of  us  don't  talk 
about  it.  Of  that  25  percent,  one  out  of  two 
would  experience  a  rape  a  second  time  in  her 
adult  life. 

The  oldest  woman  that  I  have  served  at  my 
center  in  Salt  Lake  City  was  a  96-year-old 
woman  who  was  in  a  wheelchair.  The  young- 
est was  a  three-and-one-half-week-old  male 
infant  who  had  been  sexually  assaulted  to 
such  a  degree  that  he  needed  surgical  inter- 
vention, emergency  surgical  intervention,  to 
save  his  life.  Sexual  assault  and  violence  are 
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part  of  a  culture,  but  it's  not  part  of  the 
Hispanic  culture,  it's  not  part  of  the  Native 
American  culture,  it's  not  part  of  the  Asian 
culture.  It  is  a  part  of  the  female-male  culture. 

Ninety-eight  percent  of  rapes  are  committed 
by  men.  Now  keep  in  mind  that  only  one  out 
of  ten  rapes  are  reported  by  women.  I'm 
talking  about  rapes,  I'm  not  talking  about 
sexual  assaults.  I'm  not  talking  about  children 
under  age  14.  I'm  not  talking  about  men.  I'm 
talking  about  forcible  rapes  reported.  Ninety- 
eight  percent  are  committed  by  men,  and  80 
percent  of  those  are  committed  by  the  men 
that  we  know,  the  men  that  we  trust,  the  men 
that  we  nurture,  the  men  that  w^e  have  taught 
as  our  sons  to  have  the  privileges  that  w^e  will 
never  have.  We  must  think  about  this  as 
women,  and  as  w^omen  of  color  particularly. 

About  18  months  ago,  I  sat  in  a  hospital  with 
a  five-year-old  girl  whose  head  was  the  size 
of  a  watermelon  because  she  had  been  sexu- 
ally assaulted.  Her  assailants  had  smashed 
her  head  against  a  concrete  floor,  over  and 
over  and  over  again  as  they  took  turns  raping 
her.  Penal  rape,  object  rape.  Her  assailants 
were  her  ten-year-old  brother  and  her  twelve- 
year-old  half  brother.  The  child  suffered 
permanent  brain  damage.  Where  do  we  teach 
our  children  that  this  is  acceptable  behavior? 
Part  of  it  is  because  we  don't  tell  the  personal 
stories  that  we  heard  about  last  night.  Part  of 
it  is  that  we  think  that  it  is  our  lot  in  life. 

I  went  to  a  conference  where  a  woman  got  up 
and  talked  about  how  to  stop  rape.  The 
woman  said,  "You  know,  I  have  finally 
figured  out  how  to  stop  rape.  You  get  in  your 
car.  You  drive  down  the  busiest  street  in 
town,  and  as  you  approach  a  group  of  people, 
you  roll  down  the  window  and  you  say,  'So 
stop  it.'"  That's  the  only  way  we  can  do  it 
because  with  all  the  studies  that  say  it  hap- 
pens because  men  are  depressed  or  men  are 
feefing  angry,  the  bottom  line  is,  "  Why  do  we 
climb  Mt.  Everest?"  Exactly.  Because  it's 
there. 

Who  are  the  people  that  are  sexually  as- 
saulted in  this  country?  The  majority  of  the 
people  are  the  most  vulnerable.  Rape  and 


sexual  assault  are  crimes  of  violence.  It  has 
nothing  to  do  with  sex.  We  must  understand 
that.  We  must  believe  it.  We  do  not  invite 
violence  in  our  lives.  We  do  not  deserve 
violence  in  our  lives,  and  we  should  not 
endure  the  violence  in  our  lives.  When  a 
person  —  a  woman  particularly,  because 
that's  what  we're  talking  about  here  today  — 
has  become  a  victim  of  violence,  sexual 
assault  or  rape,  she  suffers  in  the  areas  that 
are  represented  along  this  table.  She  suffers  in 
the  area  of  mental  health  —  Post  Traumatic 
Stress  Disorder,  depression,  suicide,  neglect, 
and  those  are  the  basic  ones.  We  are  not 
talking  about  the  women  who  shave  off  their 
hair,  and  my  cUent  who  came  in  with  her 
arms  burned  because  she  could  no  longer 
stand  who  she  was.  If  he  could  do  this  to  her, 
she  must  do  it  to  herself,  and  with  a  curling 
iron  burned  herself  up  her  arms  and  her  legs 
over  a  sexual  assault. 

Victims  of  sexual  assault  suffer  substance 
abuse.  Do  we  not?  Alcoholism,  drug  abuse 
and  other  types  of  substance  addiction  to 
stop  the  pain,  to  stop  the  guilt.  We  have 
bought  the  guilt  so  w^ell  in  the  country  that 
we  honestly  believe  it  ourselves.  When 
women  come  into  my  office,  the  first  thing 
they  say  is,  "I  shouldn't  have  been  there.  I 
shouldn't  have  been  wearing  those  shoes.  I 
should  have  fought  harder.  I  should  have 
screamed  harder."  I  had  one  woman  say,  "I 
shouldn't  have  been  naked,"  and  I  had  to  say, 
"It  is  okay  to  be  naked  in  your  own  shower.  It 
is  okay." 

Victims  of  violence,  rape  and  sexual  assault 
are  subject  to  chronic  diseases.  Let's  talk 
about  AIDS,  and  other  STDs  that  last  a  life- 
time and  are  passed  on  to  children.  Victims  of 
rape  and  sexual  assault  are  subject  to  the 
issues  of  reproductive  health.  I'm  talking 
about  abortion.  I'm  talking  about  raising  a 
child  that  is  the  result  of  a  rape,  for  21  years 
—  looking  at  that  child  every  day  —  remem- 
bering! And  it  happens  because  women  of 
color,  in  particular,  have  fewer  resources,  less 
access  to  the  health  systems  that  we  are 
talking  about  here  today.  Of  all  the  abortions 
in  this  country,  about  72  percent  of  the 
women  who  receive  them  are  white.  We 
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know  that  the  majority  of  people  who  are 
raped  or  sexually  assaulted  in  terms  of 
percentages  are  women  of  color.  This  is  what 
we  have  to  think  about.  That's  what  we  have 
to  know.  We  have  to  know  that  in  this  coun- 
try, we're  told  that  one  out  of  five  women  are 
raped,  and  of  that  one  out  of  five  —  out  of 
that  20  percent  —  one  out  of  every  three 
African-American  women  in  this  country  are 
raped.  That's  the  way  it  is  across  the  board 
for  women  of  color,  because  of  lack  of  access. 
So  when  we  talk  about  health  issues,  we  have 
no  choice  but  to  talk  about  violence.  Are  you 
scared  yet?  Yeah.  I  have  been  all  my  life. 

We  also  need  to  talk  about  the  cost  of  rape 

and  sexual  assault.  Did  you  know  that  in  this 
country  last  year,  the  cost  of  sexual  assault 
ran  about  $63  million?  That's  just  in  the 
health  system.  Wow,  that's  a  lot  of  money. 


But  you  know  what?  It's  less  than  two 
months  of  the  cost  of  the  new  Denver 
airport  being  closed.  Think  about  it  in  those 
terms,  two  months.   I  honestly  wish  that  I 
could  get  one  day's  revenue  at  Disneyland. 
For  one  day,  I  could  probably  keep  the 
doors  of  the  Salt  Lake  Rape  Crisis  center 
open  for  two  years  without  worry! 

It  is  important  that  we  confront  the  systems 
we  live  with.  We  must  demand  bilingual 
services,  services  that  are  culturally  sensi- 
tive. We  must  not  be  ashamed.  1  need  to  say 
this,  it's  important.  We  must  be  able  to  say, 
"Yes,  I  was  a  victim  and  I  will  not  be  vic- 
timized again  -  not  by  the  health  system, 
not  by  the  legal  system,  and  not  by  your 
system,  your  system  that  I  am  forced  to  live 
in  as  a  woman  of  color."  It  is  important  for 
us  to  do  that. 
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The  Dimensions  of  Chronic  Disease 

Silvia  Guillermino  Corral,  M.D.,  M.RH. 
Wasatch  Homeless  Project,  Salt  Lake  Community  Health  Centers 


I  wanted  to  start  by  saying,  "I'm  really  happy 
to  be  here,"  but  actually  I'm  feeling  sadness 
at  the  news  I  bring  to  you.  As  a  family  physi- 
cian, I  look  at  the  whole  person.  I'm  going  to 
talk  to  you  about  chroruc  illnesses.  Remem- 
ber, however,  that  the  problems  of  chronic 
illness  are  overlaid  by  issues  of  mental  health, 
substance  abuse  and  violence.  In  Salt  Lake 
City,  26  percent  of  our  homeless  women  are 
women  of  color.  Our  minority  women  are 
underserved,  lack  access,  and  have  multiple 
problems  and  issues.  As  women  of  color,  in 
our  work  and  in  our  daily  lives,  we  are 
wounded  daily  by  injustice,  by  struggles  and 
by  misunderstandings  experienced  by  our 
patients.  It  is  very  hard  to  be  a  primary  care 
provider.  We  see  these  illnesses  happening  to 
someone  who  could  be  our  mother,  our  sister, 
our  brother;  and  we  do  not  have  resources  to 
deal  with  it. 

As  I  present  this  brief  overview  of  chronic 
illnesses,  I  ask  that  we  unite  to  heal  ourselves 
first  and  become  models  to  our  communities. 

CANCER:  Chronic  illnesses  have  a  lot  of 
different  effects  on  people.  This  is  cancer. 
When  we're  talking  about  cancer,  this  is  an 
illness  that's  going  to  affect  many  of  us.  Lung 
cancer  is  partioilarly  insidious.  It  is  a  major 
killer  of  women  of  color,  affecting  us  more 
than  breast  or  cervical  cancer.  We  need  to  quit 
smoking  and  to  focus  prevention  efforts  on 
the  young  woman.  Smoking  behaviors  are 
increasing  in  our  Black  and  Hispanic  women. 

BREAST  CANCER:  It  is  now  killing  one  of 
every  four  Hispanic  w^omen  and  is  increasing 
in  Black  and  Native  American  women.  We 
started  a  comprehensive  women's 
mammogram  program.  Since  September,  I 
have  seen  80  women  and  diagnosed  four 
breast  cancers.  One  was  Black,  two  were 
Hispanic,  and  one  was  White. 


MAMMOGRAMS:  Promoting 
mammography  is  essential.  Women  do  not 
avoid  mammograms  because  they  don't  want 
them.  Cost,  fear  of  pain  and  access  to  services 
(transportation,  language,  education)  are  real 
barriers  to  eliminate. 

CERVICAL  CANCER:  This  condition  is 
easily  diagnosed  through  annual  Pap  smears, 
follow-up  exams,  colposcopy  and  biopsies. 
Our  barriers  involve  access,  not  our  diagnos- 
tic tools.  People  have  pointed  to  cultural 
taboos  and  issues,  but  in  my  dealings  as  a 
bilingual,  bicultural,  sensitive  care  provider,  I 
do  not  encounter  those  barriers.  I  can  get  a 
90-year-old  Native- American  to  agree  to  a 
pelvic  exam.  I  can  get  a  60-year-old  Black 
woman  to  get  a  Pap  exam.  It  is  not  culture.  It 
is  the  ineffective  cultural  competency  skills  of 
many  providers. 

CARDIOVASCULAR  DISEASES:  Cardio- 
vascular diseases  are  killing  minority  popula- 
tions, not  just  in  the  United  States,  but  world- 
wide. This  is  a  phenomenon  of  a  developed 
world.  It  has  to  do  with  exercise,  obesity, 
h)qDer tension,  cholesterol  and  diets.  We  need 
to  reduce  our  dietary  fat  to  less  than  30 
percent  of  total  calories.  Teaching  cardiovas- 
cular risk  reduction  behaviors  is  our  chal- 
lenge. 

DIABETES:  Diabetes  severely  affects  aU 
women  of  color.  Thirty  to  60  percent  of  all 
Native- American  women,  30  percent  of 
Hispanic  women,  and  25-40  percent  of  Afri- 
can-American women  are  affected  by  diabe- 
tes. This  is  probably  not  a  random  event. 
Genetic  and  familial  factors  may  predispose 
our  communities  to  diabetes.  We  have  to  own 
this  fact.  We  have  to  engage  our  communities 
in  overcoming  the  denial  about  this  disease. 

We  must  also  lobby  for  appropriate  research 
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into  those  diseases  that  affect  us.  New  clinical 
trials  have  focused  on  Type  I  diabetes.  That's 
the  type  which  is  usually  diagnosed  early 
and  requires  insulin.  That's  not  the  kind  of 
diabetes  affecting  most  minorities.  A  panel  of 
experts  was  convened,  and  they  decided, 
without  doing  any  research  that  the  treatment 
guidelines  should  be  the  same  for  Type  II  as 
for  Type  I.  End  of  statement  —  no  further 
research.  I've  talked  to  these  experts,  and 
they  feel  really  quite  comfortable  with  that 
position,  and  nobody  is  challenging  the 
decision  and  the  resultant  medical  model. 
These  researchers  haven't  seen  the  aerobic 
exercise  programs  on  the  Zuni  Pueblo,  which 
were  able  to  reduce  the  incidence  of  diabetes 
in  that  community.  They're  not  familiar  with 
Hawaii,  which  is  reducing  their  level  of 
diabetes  with  a  traditional  diet.  They're  not 
familiar  with  the  success  of  community 
models,  and  yet  all  of  the  future  health  care 
providers  from  September  1994  on  are  going 
to  be  trained  that  one  of  the  most  important 
intervention  when  they  diagnose  diabetes  is 
to  give  insulin.  If  you're  a  woman  of  color, 
you  have  a  40-60  percent  chance  of  getting 
diabetes.  Based  on  culturally  insensitive 
research,  you  may  be  told  to  put  a  needle  in 
your  arm  three  or  four  times  a  day,  because 
that  is  where  research  has  taken  us,  and  they 
have  not  pursued  the  question  or  alterna- 
tives. 

DIABETES  AND  OBESITY:  We're  getting 
fatter,  and  as  we  get  fatter,  we  get  nnore 
diabetes.  Why  do  we  get  fatter?  Nobody 
really  knows.  Do  we  hav^e  some  genetic 
predispositions  to  weight  gain?  Do  dietary 
calorie  restrictions  help  us  lose  weight?  I  have 
more  questions  than  answers. 

ARTHRITIS:  The  elderly  Navajo  woman  in 
the  slide  has  rheumatoid  arthritis.  She  can't 
walk.  People  with  lupus  also  get  crippling 
arthritis.  Yet  very  little  research  is  being 
conducted  in  our  communities  about  these 
illnesses.  Very  few  prevention  programs  are 
being  done,  yet  this  is  a  very  crippling  condi- 
tion affecting  women's  abilities  to  contribute 
to  their  families  and  communities. 

I  have  described  conditions  which  caused 


most  of  the  deaths  in  our  communities  during 
the  decade  of  1980.  Now  we  must  add  to 
cancer,  heart  disease,  stroke,  and  other  debili- 
tating conditions,  the  newest  disease — AIDS. 
If  you  look  at  women  age  25  to  42,  AIDS  is 
the  major  killer.  Hepatitis  and  other  diseases 
that  are  transmitted  sexually  are  now  becom- 
ing chronic  illnesses  in  our  communities. 
We're  starting  to  see  more  pulmonary  dis- 
eases in  minority  women,  more  asthma  in  our 
children.  1  believe  that  within  the  next  ten 
years,  these  are  going  to  be  added  to  the 
major  causes  of  death  in  our  communities 
because  we  don't  have  effective  strategies  to 
prevent  them. 

I  have  a  few  messages  that  I  didn't  have  two 
years  ago.  One  is,  nothing's  changed.  We 
have  more  illness  burden.  We  receive  treat- 
ment later.  The  treatment  provided  is  less 
technically  advanced  because  resources  are 
limited.  Medicine  knows  how  to  detect,  treat 
and  prevent  complications,  but  this  knowl- 
edge does  not  translate  to  better  health 
outcomes  for  minority  women.  We're  not 
currently  benefiting  from  the  advances  that 
are  being  made  in  our  society.  The  illnesses 
which  I  see  on  a  daily  basis  are  a  real  burden 
to  our  community.  Consider:  you  live  in  a 
neighborhood  in  which  50  percent  of  the 
people  in  that  neighborhood  are  chronically 
ill.  They  have  more  premature  deaths.  Fami- 
lies are  left  without  mothers  and  fathers,  or 
sometimes  without  an  extended  family.  We 
lose  work  productivity  and  economic  nobil- 
ity. People  stop  working  because  they  get  one 
of  these  illnesses.  Chronic  disease  consun\es  a 
family's  very  limited  resources.  If  you  are 
poor  or  near  povert\'  get  one  of  these  illness, 
what  happens  to  your  resources?  Money  and 
time  are  devoted  to  medications,  to  doctors 
visits,  to  ER  visits.  Financial  and  human 
resources  are  drained.  Lifestyles  must  change: 
medications,  diet  changes,  visits  to  doctors 
and  others  compete  with  family  priorities.  I 
see  little  family  support,  frequently  because 
of  fan\ily  denial  of  the  issues  raised  by 
chronic  disease.  We  all  know  our  grand- 
mother got  "it",  and  there  is  fear  for  our- 
selves and  our  children.  Women  frequently 
have  to  choose  between  taking  care  of  them- 
selves, or  taking  care  of  others,  or  changing 
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the  traditional  and  cultural  roles. 

How  can  we  support  our  communities  and 
ourselves?  We  must  embrace  the  \dsion  of  all 
women  assured  of  an  education,  growing  up 
with  self-esteem  intact,  and  strong  spiritual 
lives.  I  ask  as  a  health  care  provider  that  from 
this  day  forth,  until  the  day  that  you  die,  that 
you  do  something  to  keep  yourself  well.  Take 
care  of  yourself!  These  chronic  illnesses  are 
not  differentiating  betw^een  health  profession- 
als or  patients.  We  are  all  minority  women. 
We  must  model  changing  diets,  roles, 
lifestyles  and  prioritizing  prevention  to  our 
communities  because  we  value  health. 

As  health  professionals,  we  must  guide 
interpretation  of  poverty  in  this  countiy.  Oior 
poverty  is  stigmatized.  One  may  be  finan- 
cially poor,  but  not  spiritually,  physically,  and 
emotionally  poor. 

We  have  to  build  coalitions  for  prevention 
and  education.  In  Utah,  1  go  to  so  many 
meetings  where  I'm  the  only  ethnic  person.  1 
want  all  of  us  to  be  part  of  those  coalitions,  to 
learn  to  work  with  ti\e  American  Diabetes 
Association,  the  American  Heart  Association, 
the  Arthritis  Association,  the  state  and  public 
health  department.  If  we're  not  there,  they're 


not  going  to  know^  that  w^e  have  the  right  to 

resources,  and  how  to  make  them  available  to 
us.  I  really  disHke  hearing  people  say  that  "no 
minority  women  come  to  our  programs."  The 
hospitals  put  on  all  these  diabetes  education 
programs,  but  no  women  of  color  ever  come. 
I  say  to  them,  "You're  at  the  wrong  place,  the 
wrong  time,  with  the  wrong  message." 

If  you  have  health  care  providers,  clinics,  or 

hospitals  in  your  communities  who  are 
sensitive,  who  are  non-judgmental,  who  are 
bilingual  and  bicultural,  and  who  don't  label 
the  patient  who  doesn't  follow  through,  who 
isn't  getting  better,  as  a  "bad"  patient,  keep 
them,  nurture  them,  and  love  tiiem.  Our 
communities  often  get  abandoned  by  sensi- 
tive providers  because  it's  hard  to  stay.  There 
are  so  few  of  us.  We've  got  to  love  each  other, 
and  our  communities  need  to  learn  how  to 
start  loving  us,  too.  Too  often,  the  provider  is 
seen  as  different,  because  we  w^ant  to  model, 
because  we  want  to  mentor,  because  we 
know  that  we  need  to  be  doing  things  a 
different  way,  for  our  children,  and  for  our 
future.  Our  challenge  is  to  remain  and  inte- 
grate our  knowledge  into  the  community 
unconscious.  These  chronic  illnesses  are  here 
to  stay.  Denial  is  not  acceptable.  As  women  of 
color,  together,  we  can  change  the  outcomes. 
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The  Dimensions  of  Reproductive  Health 

Estella  C.  Parrott,  M.D.,  M.RH. 
Office  of  Device  Evaluation,  U.S.  Food  and  Drug  Administration 


I  am  pleased  to  participate  in  the  "Women  of 
Color  Working  Together  Conference"  and  I 
want  to  thank  the  Office  on  Women's  Health 
and  the  Office  of  Minority  Health  in  Region 
VIII  for  inviting  me  to  speak  today.  I  will 
discuss  two  areas  —  prenatal  care  and  HIV 
status,  and  the  impact  both  of  these  issues 
have  on  the  reproductive  health  of  women  of 
color. 

Let  me  just  start  by  saying  that  there  have 
been  rapid  improvements  in  medical  science 
and  in  the  systems  designed  to  provide 
essential  health  care,  but  we  know  they  have 
not  benefited  all  racial  and  ethnic  groups 
equally.  We  would  all  agree  that  the  health 
care  community  has  much  to  learn  about  how 
race,  ethnicity,  access  and  treatment  patterns 
influence  health  status.  We  know  that  dispari- 
ties in  the  health  status  of  women  of  color 
remain  widespread.  Women  in  general,  and 
women  of  color  in  particular,  face  major 
barriers  to  adequate  care. 

PRENATAL  CARE 

We  are  going  to  start  with  prenatal  care. 
Access  to  maternity  care  has  become  a  major 
public  policy  concern.  In  1989,  the  United 
States'  infant  mortality  rate  ranked  19th 
among  33  industrialized  countries.  Infant 
mortality  and  its  major  contributing  factor  — 
low  birth  weight  —  are  strongly  associated 
with  time  of  entry  into,  and  continued  use  of, 
prenatal  care.  The  importance  of  prenatal  care 
has  been  well  documented.  We  know  it's 
important  because  it  allows  for  timely  inter- 
vention. A  number  of  studies  have  demon- 
strated a  relationship  between  the  use  of 
prenatal  care  services  and  birth  outcomes. 
Adequate  utilization  of  prenatal  care  has  been 
associated  with  improved  birth  rates  and 
lower  risk  of  pre-term  delivery.  This  is  espe- 


cially true  for  women  who  initiate  prenatal 
care  in  the  first  trimester,  or  the  first  three 
months  of  pregnancy.  Inadequate  prenatal 
care  has  been  associated  with  an  increased 
risk  of  delivering  a  low  birth  rate  infant,  a 
premature  infant,  as  well  as  increasing  the 
incidence  of  infant  and  maternal  mortality.  In 
the  earlv  1900s,  about  one  in  150  women  died 
from  causes  related  to  pregnancy.  Factors  that 
contributed  to  the  downward  trend  in  mater- 
nal mortality  included  such  things  as  the 
introduction  of  antibiotics,  increased  use  of 
blood  transfusions  to  treat  hemorrhage, 
general  improvement  in  social  and  economic 
conditions,  and  most  importantly,  the  addi- 
tion of  prenatal  care. 

Maternal  deaths  have  been  on  the  decline  in 
recent  decades.  The  leading  causes  of  mater- 
nal death  arc  toxemia,  now  referred  to  as 
pregnancy-induced  hypertension;  hemor- 
rhage; blood  clots;  and  ectopic  or  tubal 
pregnancy.  In  1989,  320  maternal  deaths  were 
reported  among  3.8  million  live  births  in  the 
United  States.  That's  approximately  eight 
deaths  per  100,000  hve  births. 

Although  the  reduction  in  maternal  mortality 
has  been  remarkable,  the  latest  available  data 
show  that  women  of  color  are  still  more  likely 
than  white  women  to  die  of  pregnancy- 
related  causes,  and  the  risk  for  black  women 
is  the  highest  of  all  racial  groups.  Older 
women  —  35  and  older  —  are  at  highest  risk 
for  maternal  death.  When  you  look  across  all 
the  age  groups,  you  can  see  that  for  black 
women,  the  rate  is  increased  at  all  age  levels. 
It  is  important  to  keep  in  mind  that  minority 
women  have  niade  impressive  gains  in 
initiating  early  prenatal  care  or  prenatal  care 
in  the  first  trimester  in  the  past  15  to  20  years, 
but  problems  still  remain.  Surveys  indicate 
that  barriers  to  early  prenatal  care  include 
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such  things  as  high  cost,  lack  of  maternity 
care  providers,  inadequate  transportation, 
and  child  care  services.  Demographic  factors 
associated  with  inadequate  prenatal  care  are 
such  things  as  low  income,  less  education, 
increased  numbers  of  children,  being  uiimar- 
ried,  and  living  in  inner-city  or  rural  areas. 

The  two  primary  measures  of  prenatal  care 
utilization  are  month  of  entry  into  prenatal 
care  and  the  number  of  prenatal  visits.  Inter- 
estingly, since  1979,  the  percentage  of  moth- 
ers beginning  care  in  the  first  trimester  has 
remained  stable  at  approximately  76  percent. 
It's  still  76  percent  today.  Studies  indicate  that 
the  time  during  gestation  when  care  is 
sought,  and  the  number  of  prenatal  care  visits 
varied  according  to  the  mother's  racial  and 
ethnic  group  and  educational  attainment. 

In  1988,  only  58  percent  of  American-Indian 
and  Alaskan-Native  mothers  received  early 
prenatal  care.  Similarly,  61  percent  of  black 
mothers  received  early  care.  There  is  consid- 
erable variability  in  the  reproductive  patterns 
of  the  ethnic  subgroups  that  make  up  the 
Hispanic  population.  Among  Hispanic 
subgroups,  bl  percent  of  Mexican- American 
and  63  percent  of  Puerto  Rican  mothers 
initiated  prenatal  care  early.  This  is  compared 
to  83  percent  of  Cuban- American  w^omen. 
The  proportion  of  mothers  with  early  prena- 
tal care  was  much  higher  among  Japanese 
mothers,  followed  by  mothers  who  were 
Chinese  and  Fihpino. 

Observe  the  third  line  from  the  bottom  on 
this  slide  -  it  reads  "Women  who  had  late  or 
no  prenatal  care."  Black  women  were  more 
than  twice  as  likely  as  White  wonnen  to 
receive  little  or  no  care.  The  last  tw^o  col- 
umns demonstrate  that  for  Black  w^omen  it 
was  12  percent,  and  for  White  women  3.7 
percent.  Cuban- American  mothers  have  the 
lowest  percentage  who  entered  prenatal 
care  late,  at  four  percent.  This  is  compared 
to  Mexican- American  women  who  had  the 
highest  percentage,  at  14.6  percent.  They 
entered  prenatal  care  late  or  had  no  prena- 
tal care  at  all. 

The  last  row  illustrates  niunbers  for  pre-term 


births,  which  occur  before  37  weeks  of  gesta- 
tion. We  can  see  again  that  black  women  are 
at  highest  risk  overall,  and  among  Hispanic 
subgroups,  Puerto  Rican  women  are  at 
highest  risk. 

Lack  of  prenatal  care  leads  to  increased  risk 
of  infant  mortahty.  Infant  mortaHty  is  defined 
as  the  death  of  an  infant  in  the  first  year  of 
life.  In  1991,  a  rate  of  9.8  infant  deaths  per 
1,000  live  births  was  the  lowest  recorded  in 
the  United  States'  history,  but  black  infants 
continued  to  have  the  highest  infant  mortality 
rate,  and  died  at  more  than  twice  the  rate  of 
white  infants.  Those  numbers  were  18.6 
versus  8.1  for  white  infants.  Looking  at  the 
breakdow^n  according  to  race  and  ethnicity, 
there  are  vast  differences.  The  American 
Indian  and  the  Alaskan  Native  rate  was  the 
second  highest  at  13.9,  but  this  is  in  contrast 
to  the  infant  mortaHty  rate  which  was  lowest 
among  Japanese  American  infants.  Among 
the  ethnic  subgroups  of  the  Hispanic  popula- 
tion, there  was  wide  variation.  The  infant 
mortaHty  rate  was  eight  per  1,000  Hve  births 
for  Cuban- American  infants  and  13  per  1,000 
for  Puerto  Rican  infants. 

This  sHde  also  divides  the  infant  mortaHty 
rate  into  neonatal  and  postnatal  deaths.  A 
neonatal  death  occurs  at  less  than  27  days  of 
Hfe.  A  postneonatal  death  occurs  after  27  days 
of  Hfe  to  less  than  one  year  of  Hfe.  Once  again, 
we  see  that  the  neonatal  death  rate  is  highest 
for  black  infants  and  lowest  among  Japanese 
infants. 

Several  socioeconomic  and  demographic 
factors  associated  with  the  risk  of  low^  birth 
w^eight  have  been  mentioned.  Other  factors 
include  being  30  years  of  age  or  older  having 
a  first  birth  and  being  a  teenage  mother 
having  a  second  or  higher  birth.  Some  of  the 
other  things  we  have  already  mentioned 
include  low  income  and  lower  educational 
attainment.  It  is  important  to  keep  cigarette 
smoking  in  mind  -  and  sometimes  that's 
overlooked.  Cigarette  smoking  is  one  of  the 
strongest  behavioral  risk  factors  for  low  birth 
weight.  Birth  weight  is  the  single  most  impor- 
tant predictor  of  infant  survival,  and  low 
birth  weight  is  defined  as  a  weight  less  than 
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2,500  grams,  or  less  than  five  pounds  and 
eight  ounces.  These  infants  are  known  to  be 
at  increased  risk  of  morbidity  and  mortality. 
Compared  with  infants  that  are  of  normal 
birth  weight,  low  birth  weight  infants  are  five 
to  ten  times  more  likely  to  die  within  the  first 
year  of  life.  Low  birth  weight  may  result  from 
pre-term  birth  or  poor  fetal  growth  during 
pregnancy  There  is  a  higher  incidence  of  low 
birth  weight  among  black  women,  as  we  have 
seen.  As  seen  in  this  slide,  black  infants  have 
the  highest  rate.  I  think  what  is  interesting 
about  this  slide  is  that  when  you  look  at  1970 
and  at  1989,  you  see  that  the  percentages 
haven't  really  changed.  So  we  do  not  seem  to 
be  able  to  combat  this  particular  problem. 

The  next  slide  gives  a  breakdown  in  terms  of 
race  and  ethnicity.  In  1988,  the  percentage  of 
low-birth-wcight  infants  for  black  mothers 
was  more  than  twice  the  rate  for  white  moth- 
ers as  depicted  in  the  previous  slide.  Puerto 
Rican  mothers  ranked  second  highest  and 
have  the  highest  percentage  among  the 
Hispanic  subgroups.  Among  Asian- American 
women,  Filipino  mothers  have  the  highest 
percentages  of  low  birth  weight,  and  Chinese 
mothers  have  the  lowest  proportion  of  births 
that  were  low  birth  weight.  The  American- 
Indian  and  Alaskan  Native  rates  were  six 
percent.  This  slide  also  demonstrates  very 
low  birth  weight  percentages.  Very  low  birth 
weight  infants  are  those  weighing  less  than 
1,500  grams,  or  less  than  three  pounds  and 
four  ounces.  These  babies  are  at  the  greatest 
risk  of  death.  As  you  can  see,  black  infants 
have  the  highest  very  low  birth  weight  and 
death  rate,  and  Puerto  Rican  infants  are 
second,  with  Chinese  infants  having  the 
lowest  rate. 

We  know  that  women  who  have  early  com- 
prehensive care  generally  have  favorable 
outcomes.  Those  who  have  inadequate  or  no 
prenatal  care  experience  complications  such 
as  low  birth  weight  and  infant  mortality.  It's 
time  to  determine  what  opportunities  exist  to 
reduce  the  incidence  of  low  birth  weight  and 
its  accompanying  morbidity  and  mortality, 
and  to  find  those  interventions  that  are  likely 
to  be  effective  in  improving  the  health  status 
of  women  of  color  and  their  infants. 


HIV/AIDS 

Now  I'm  going  to  discuss  HIV.  Let  me  just 
start  by  saying  that  AIDS,  or  Acquired  Im- 
mune Deficiency  Syndrome,  is  caused  by  a 
virus  referred  to  as  the  Human  Immune 
Deficiency  Virus,  or  HIV.  HIV  is  known  to  be 
contracted  in  primarily  four  ways  —  through 
sexual  intercourse,  through  shared  use  of 
contaminated  needles,  through  infected 
blood  supply  and  through  transmission  from 
an  infected  mother  to  her  infant.  HIV  attacks 
cells  that  are  called  CD4+  T-lymphocytes. 
These  cells  are  attacked  by  the  HIV  virus,  and 
this  impairs  the  ability  of  the  body  to  ward 
off  infections.  At  this  time,  prevention  is  the 
only  known  means  of  controlling  the  AIDS 
epidemic. 

This  slide  demonstrates  that  from  1984  to 
1989,  the  annual  number  of  AIDS  cases 
increased  dramatically  among  all  racial  and 
ethnic  groups.  We  know  that  manv  women 
are  unaware  that  they  are  at  risk  for  HIV 
infection.  Infected  women  often  remain 
undiagnosed  until  the  onset  of  AIDS.  A 
woman  may  not  know  that  her  sex  partner 
uses  intravenous  drugs  or  is  bisexual  or 
practices  risky  sexual  behavior.  In  1992,  HIV 
was  the  fourth  leading  cause  of  death,  follow- 
ing cancer,  accidental  injury,  and  heart  dis- 
ease, in  women  ages  25  to  44.  In  New  York 
and  New  Jersey,  it's  the  number  one  cause  of 
death  for  women  in  this  age  group.  Among 
adults,  men  with  AIDS  outnumber  women. 
But  although  women  currently  represent  a 
relatively  smaller  percentage  of  individuals 
with  HIV,  they  arc  the  most  rapidly  growing 
segment  of  the  population  of  HIV-infected 
individuals  and  their  numbers  are  increasing 
dramatically.  This  upward  trend  portends 
increases  in  HIV-related  mortality  in  women. 

This  slide  is  a  little  bit  busy,  but  the  top  of  it 
gives  a  breakdown  according  to  race  and 
ethnicity.  Along  the  side  is  the  age  of  diagno- 
sis, and  at  the  bottom,  the  total  number  of 
women  who  are  affected.  This  disease  dispro- 
portionately affects  won\en  of  color,  and 
specifically,  African-American  and  Hispanic 
women  account  for  74  percent  of  women 
diagnosed  with  AIDS. 
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This  slide  demonstrates  that  black,  non- 
Hispanic  women  ha\^e  the  highest  number  of 
cases.  American- Indian  and  Alaskan  Native 
women  have  the  lowest.  This  data  is  from 
1991,  so  the  numbers  are  higher  now.  The 
highest  number  of  reported  AIDS  cases  is 
diagnosed  in  women  in  the  age  group  30-34 
years  of  age  and  this  crosses  all  racial  and 
ethnic  groups.  This  means  that  women  in  this 
age  group  have  probably  been  infected  -with 
HIV  for  3'ears,  and  wlLI  be  infected  for  most 
of  their  reproductive  Hves.  The  next  slide 
basically  demonstrates  that  in  1990,  black 
women  had  the  highest  death  rates. 

In  this  particular  slide,  the  first  Hne  reads 

"injecting  drugs"  and  the  second  line  reads 
"heterosexual  contact."  Across  the  top,  you 
see  the  racial  and  ethnic  groups.  For  cases 
diagnosed  in  1989,  the  major  categories  of 
transmission  among  adolescent  and  adult 
males  were:  homosexual  and  bisexual  contact 
at  66  percent,  injecting  drug  use  at  18  percent, 
or  both  at  seven  percent.  However,  patterns 
in  the  transmission  of  HIV  differ  for  males 
and  females,  and  differ  among  racial  and 
ethnic  groups.  In  1991,  except  for  Asian  and 
Pacific  Islander  women  w^ho  reported  a 
higher  heterosexual  exposure,  more  women 
reported  injecting  drugs  as  the  exposure 
categor}^.  So  it's  clear  that  injecting  drug  use 
creates  an  extremely  high  risk  of  exposure  to 
HIV  infection.  Between  1985  and  1993,  the 
proportion  of  persons  w^ith  AIDS  who  re- 
ported heterosexual  contact  as  a  risk  in- 
creased. Heterosexual  transmission  is  the 
only  exposure  category  in  which  females 
predominate.  In  1993,  65  percent  of  the  cases 
acquired  through  heterosexual  intercourse 
were  feniales.  Consequently,  heterosexual 
contact  is  becoming  progressively  the  princi- 
pal mode  of  HIV  infection  in  women. 

There  are  a  few  more  things  that  I  would  Hke 
to  tell  you  about  HTV  in  w^omen.  As  w^e  have 
seen,  it  has  spread  through  diverse  segments 
of  the  population.  The  rate  of  AIDS  and 
modes  of  exposure  vary  substantially,  both 
among  and  vv^ithin  racial  and  ethnic  popula- 
tions. The  case  definition  for  AIDS  includes 
invasive  cervical  cancer  along  with  pulmo- 
nary tuberculosis.  This  means  that  a  woman 


who  is  HIV  positive  may  be  at  an  increased 
risk  for  developing  cervical  cancer,  and 
conversely,  a  woman  who  has  cervical  cancer 
may  be  at  increased  risk  for  being  HIV  posi- 
tive. In  addition,  persistent  cases  of  vaginal 
candidiasis  or  yeast  infection,  are  more 
frequent  among  women  who  are  HIV  posi- 
tive. To  help  increase  awareness  about  this 
particular  issue,  in  1992,  the  FDA  required 
that  manufacturers  of  drugs  or  medications 
used  to  treat  yeast  infections  include  a  new 
warning  label  on  their  product.  This  label 
generally  warns  women  that  frequent  vaginal 
yeast  infections  may  be  the  result  of  a  serious 
medical  condition,  including  HIV  infection, 
and  it  advises  women  with  these  symptoms 
to  see  their  doctors.  Some  of  the  preparations 
that  must  carry  this  warning  are  Monostat  7 
and  Gyne-lotrimin.  Furthermore,  in  1993,  the 
FDA  announced  that  contraceptives  such  as 
birth  control  piUs  and  Norplant  must  carry 
labeling  that  states  that  their  products  are 
intended  to  prevent  pregnancy  but  do  not 
protect  against  AIDS  or  STDs  (sexually 
transmitted  diseases). 

I  want  to  briefly  discuss  w^omen  and  children. 
The  annual  incidence  rates  of  AIDS  among 
children  and  among  women  of  childbearing 
age  have  been  increasing  more  among  Black 
and  Hispanic  population  groups  than  among 
other  racial  groups.  Perinatal  transmission 
from  mother  to  infant  accounts  for  most  of 
the  HIV  infection  among  children  in  the 
United  States.  Approximately  100,000  women 
of  childbearing  age  in  the  United  States  are 
infected  with  HIV,  and  an  estimated  7,000 
infants  are  bom  to  HIV-positive  mothers  each 
year.  Most  babies  bom  to  HTV-  infected 
women  do  not  become  infected,  but  of  the 
approximately  7,000  infants  bom  to  these 
mothers  each  year,  one  to  two  thousand 
become  infected.  The  rate  of  transmission 
from  mother  to  infant  is  estimated  to  be 
between  15  to  30  percent.  No  one  knows 
when  transmission  occurs.  It  may  be  during 
childbirth,  or  it  may  occur  earlier  in  preg- 
nancy. Also,  a  child  can  become  infected  after 
birth  through  breast  feeding. 

Data  available  from  AIDS  clinical  trials 
have  indicated  that  early  treatment  with 
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Zidovudine  or  ZDV  therapy  can  decrease 
morbidity  and  the  frequency  of  opportunis- 
tic infections,  such  as  Pneumocystis  carinii 
pneumonia,  in  HIV-infected  individuals. 
Another  cHnical  study,  designed  to  look  at 
HIV  transmission  from  mother  to  infant, 
was  recently  completed  that  suggested 
treatment  with  ZDV  may  help  lower  the 
risk  of  HIV  transmission  from  mother  to 
newborn.  Pregnant  HIV-infected  women 
meeting  certain  criteria  were  given  ZDV 
orally.  Oral  therapy  was  started  between  14 
to  34  weeks  gestation  and  continued  for  the 
duration  of  the  pregnancy.  Intravenous 
ZDV  was  also  given  to  these  women  during 
labor  and  delivery.  Finally,  ZDV  was  given 
to  the  newborn  orally  for  the  first  six  weeks 
of  life.  This  clinical  trial  demonstrated  that 
ZDV  reduced  perinatal  HIV  transmission  to 
about  eight  percent.  Compared  to  a  15  to  30 
percent  transmission  rate  in  pregnant 
women  who  do  not  receive  ZDV,  this 
therapy  seems  very  promising. 


However,  there  are  some  questions  and 
limitations.  The  study  did  not  evaluate  the 
risk  or  benefit  of  ZDV  use  in  the  first  tri- 
mester because  of  the  possibility  of  causing 
birth  defects.  In  addition,  the  study  has  yet 
to  provide  information  about  the  long-term 
side  effects  for  infants  treated  with  ZDV 
who  do  not  become  infected  with  HIV. 
Also,  it's  important  to  understand  that  the 
particular  treatment  substantially  reduced, 
but  did  not  eliminate,  the  risk  of  HIV 
infection  among  infants.  In  any  case,  this 
therapy  is  potentially  life  saving  for  those 
infants  who  are  at  risk  for  exposure  to  HIV 
during  pregnancy.  However,  it  is  important 
to  remember  that  many  pregnant  women 
who  are  HIV-infected  receive  no  prenatal 
care,  or  inadequate  prenatal  care,  so  some 
challenges  remain.  AH  women  of  color, 
especially  pregnant  women,  who  are  HIV- 
infected  should  be  made  aware  of  these 
findings,  and  if  they  are  appropriate  candi- 
dates, should  be  offered  this  new  therapy. 
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This  model  of  holding  state  meetings  and 
developing  state  initiatives,  going  back  to 
work  in  your  states  and  making  things 
happen,  and  then  coming  back  together 
again,  is  a  model  that  works  for  women's 
health.  Region  VIH  came  forward  first  with 
this  model,  but  if  you  Hsten  to  what's  being 
said  about  the  new  models  of  management,  a 
lot  of  people  are  asking,  "Can  it  work?" 
Those  models  based  on  empowerment,  those 
models  based  on  leadership  where  the  leader 
is  the  facilitator  that  empowers  others  to 
make  it  happen,  do  work.  And  Region  VIII  is 
li\'ing  proof  that  those  models  work. 

Some  of  the  things  I  want  to  talk  with  you 
about  today  are  going  to  be  very  important. 
First  of  all,  I  bring  you  greetings  on  behalf  of 
the  Assistant  Secretary  for  Health,  Dr.  Philip 
Lee;  the  Principal  Deput}^  Assistant  Secretar}^ 
for  Health,  Dr.  Jo  Ivey  Boufford;  the  Surgeon 
General,  Dr.  M.  Joycelyn  Elders;  and  the 
Office  of  Intergovernmental  Affairs  directed 
by  Anthony  Fitzpatrick.  I  can't  teU  you  how 
happy  I  am  to  be  here  with  you  in  this  forum, 
because  this  conference.  Women  of  Color 
Working  Together,  is  the  second  in  this 
region,  and  it  is  an  example  of  \'ision  put  into 
action.  The  list  of  people  who  have  shared 
that  vision  and  made  this  be  is  very,  very 
long,  and  it  includes  members  of  both  the 
Planning  Committee  and  the  work  groups  for 
both  conferences  in  this  region  —  the  first 
one,  "Minority  Women:  Dimensions  in 
Health",  and  this  one. 

Then  there  are  some  very  special  people. 
People  like  Hugh  Sloan,  the  Regional  Health 
Administrator  for  Region  VIII  who  you  met 

on  the  first  dav  —  a  man  who  stood  and  said. 


"With  this  activit}^,  I  can  stand  aside,  and  the 
reason  for  that  is  because  there  is  such  good, 
strong  leadership  in  this  region  for  women." 
But  I'd  hke  to  point  out  that  when  a  person 
says  that  he  or  she  can  step  aside  (we  all 
know  because  we've  been  in  work  environ- 
ments, where  people  don't  step  aside,  they 
stay  to  control),  that  is  a  kind  of  leadership 
that  does  empower.  I  just  want  to  recognize 
that  Dr.  Sloan,  in  working  with,  him  over  the 
years,  has  always  been  that  kind  of  leader, 
and  has  always  been  supportive  of  women 
and  women's  health.  There  have  been  others. 
Dr.  Audrey  Nora,  the  former  Regional  Health 
Administrator,  who  came  forward  with  the 
support  and  funds  to  make  the  first  confer- 
ence happen;  Charlotte  Gish,  the  family 
planning  consultant;  and  Jane  Wilson,  who  is 
now  a  pubUc  health  consultant  for  Region 
VIII.  All  of  these  people,  every"  last  one,  have 
worked.  I  can't  teU  you  how  much  work,  but 
all  of  you,  since  I'm  sitting  here  looking  at  an 
audience  of  women,  everv  last  one  of  vou  has 
an  idea,  because  we're  the  ones  who  always 
get  the  opportunit}'  to  do  the  impossible  with 
very  Kttle.  So  you  know  how  much  these 
w^omen  have  worked  to  make  this  happen. 

HEALTH  CARE  REFORM 

Now  I've  been  asked  to  talk  with  you  about 
health  issues  for  women  of  color  and  particu- 
larly the  impact  of  health  care  reform.  When  I 
was  first  called  back  in  Januar\'  and  asked  to 
address  this  topic,  I  had  already  been  taUdng 
about  it.  I  had  been  talking  in  terms  of  the 
Health  Securit}'  Act  all  over  the  country,  and  I 
was  expecting  by  this  time  to  be  able  to  talk 
with  you  about  the  implementation  of  that 
Act.  But  as  you  know,  we're  looking  at  some- 
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thing  very,  very  different  right  now.  Just  the 
same,  sometimes  when  seeds  are  sown,  it's 
with  the  thought  of  one  thing,  but  as  it  hap- 
pens, it's  every  bit  as  appropriate,  because 
something  new  comes  about.  And  there  is 
something  new  that  we  all  need  to  be  in- 
volved in,  and  for  that  reason  it  is  very,  very, 
timely  that  this  was  the  topic  chosen  at  that 
time. 

These  are  very  exciting  and  challenging 
times,  because  in  the  past  two  years,  policy 
makers  at  the  state,  national  and  local  levels, 
representatives  from  the  business  community, 
both  large  and  small,  health  and  other  profes- 
sionals, as  well  as  private  citizens,  have  all 
come  together  to  engage  in  a  dialogue  aimed 
at  changing  our  health  system.  While  the 
national  system  debate  has  become  markedly 
slowed,  health  system  reform  is  moving 
forward  and  it's  moving  at  a  very  rapid  rate. 
It's  moving  in  the  states.  It's  moving  in  your 
states.  It's  happening  through  the  many 
private  sector  reforms  and  through  the 
movements  toward  managed  care.  All  of  this 
together  is  already  changing  the  way  health 
care  is  delivered  in  this  country.  It  is  critical 
that  all  women,  and  especially  women  of 
color,  participate  in  this  dialogue.  With  so 
much  of  the  early  reform  attention  focused  on 
the  personal  care  part  of  the  health  system, 
like  doctor  visits,  hospital  care,  other  direct 
services,  and  payment  systems,  health  reform 
almost  evolved  into  insurance  reform. 

Over  the  past  two  years,  a  lot  of  public 
attention  has  been  focused  on  the  health 
system,  and  we've  heard  a  lot  of  discussions 
about  what  we  should  do  about  the  58  mil- 
lion people  who  are  uninsured.  But  true 
health  system  reform  has  to  have  two  compo- 
nents, both  the  personal  care  component  and 
the  public  system  component  because  the 
public  system  is  the  infrastructure  that  we  all 
need  to  be  healthy.  I  hope  this  works.  Public 
health  encompasses  the  infrastructure  that 
insures  quality  data  systems  so  that  health 
trends  are  recognized  and  can  be  acted  on  to 
form  the  basis  of  sound  policy  decisions  and 
knowledge-based  delivery  systems,  the 
infrastructure  necessary  to  prevent  epidemics 
and  the  spread  of  disease,  to  promote  and 


encourage  healthy  behavior,  to  prevent 
injuries,  and  to  insure  that  communities  are 
protected  from  environmental  hazards.  It's 
the  infrastructure  that  attends  to  assurances 
for  the  safety  of  housing,  work  places,  food, 
air,  and  water,  and  it  responds  to  disasters 
and  assists  communities  in  recovery.  Along 
with  these  vital  functions,  public  health  also 
insures  such  special  access  initiatives  as  the 
safety  net  programs  that  protect  the  most 
vulnerable  in  our  society  and  the  population- 
based  health  initiatives  of  regional  and 
national  priority,  such  as  smoking,  violence, 
AIDS  and  HIV  infection. 

The  health  care  reform  debate  cannot  be 
separated  from  attention  to  the  larger  system. 
That's  why  there  is  an  even  larger  vision  for 
the  health  system  that  is  part  and  parcel  with 
reinventing  public  health,  and  it  has  to  be 
that.  This  means  revitalizing  public  health 
and  weaving  it  into  a  reformed  personal  care 
system,  where  all  sectors  of  the  health  sys- 
tem, public  health  and  personal  care,  are 
working  together  to  protect  and  improve  the 
health  of  the  nation's  people.  Because  it's  this 
kind  of  integrated  superstructure,  with 
attention  to  both  public  health  and  personal 
care  that's  important  for  all,  and  particularly 
for  women  and  families  in  communities  of 
color. 

STATE  REFORM 

I  mentioned  earlier  that  health  system  reform 
is  happening  in  the  states,  and  I  want  to  talk 
just  a  little  bit  about  that.  This  year,  there  are 
some  profound  changes  that  are  taking  place 
through  marketplace  forces,  in  state  legisla- 
tures, through  state  legislation  and  through 
the  regulatory  process.  Increased  utilization 
of  Medicaid  waivers  like  the  1915B  and  the 
1115  waivers  is  an  example  of  where  the 
regulatory  process  is  the  key  change  instru- 
ment in  health  reform.  Some  of  you  may  be 
involved  with  the  development  of  these 
waivers  in  your  states.  In  brief,  the  1115  and 
1915B  waivers  allow  selective  legislative  and 
regulatory  requirements  of  the  Social  Security 
Act  to  be  waived. 

These  waivers  usually  affect  Medicaid  and 
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Aid  to  Families  with  Dependent  Children 
programs(AFDC).  The  1915B  waivers  apply 
only  to  the  Medicaid  program  —  they're  very 
narrow  authorities  for  limited  waivers,  such 
as  certain  requirements  for  provider  choice  or 
comparability  of  services  across  populations 
in  the  state.  The  1115  waiver,  however,  is 
much  broader.  It's  a  broader  authority  for 
demonstrations  and  experiments.  This  par- 
ticular kind  of  w^aiver  allows  states  greater 
flexibility  to  test  new  ways  to  improve  Medic- 
aid and  AFDC  programs.  This  type  of  waiver 
can  dramatically  change  Medicaid,  and  many 
states  are  expressing  interest  in  the  1115 
waiver. 

It  seems  the  trend  is  clearly  in  that  direction, 
and  the  Secretary  of  Health  and  Human 
Services  has  recently  announced  in  the 
Federal  Register  poHcies  and  procedures  that 
will  guide  the  Department  in  reviewing  these 
state  proposals  for  1115  waiver  demonstra- 
tions. That  same  Federal  Register  notice  also 
calls  for  states  to  obtain  pubHc  comment 
before  they  submit  proposals  to  the  Federal 
government.  This  is  a  new  and  very  impor- 
tant approach.  The  Department  wants  to  be 
sure  that  people  who  may  be  affected  by  the 
demonstration  projects,  and  also  those  who 
are  concerned,  have  an  opportunity  to  partici- 
pate in  the  decision-making  process.  States 
will  now  offer  the  opportunity  for  the  pubUc 
to  express  their  positions,  and  I  urge  all  of 
you  to  take  advantage  of  this  opportunity. 
Work  with  your  organizations  and  share  the 
information  with  others  so  that  they  can  also 
participate.  You  and  you  alone  can  speak  to 
the  needs  of  communities  that  you  know  and 
the  communities  that  you  serve.  I  believe  that 
someone  said  yesterday  that  there  are  many, 
many  ways  to  have  a  voice.  There  are  many 
ways  to  be  heard.  There  are  many  ways  to  get 
involved  in  the  decision-making  process.  This 
process  is  going  to  be  one.  We've  got  to  make 
sure  that  we  are  at  the  table  and  that  we  do 
have  an  opportunity  to  participate  in  deci- 
sions, and  this  is  an  opportunity  to  do  that. 
We  do  have  copies  of  that  Federal  Register 
notice  for  you,  and  they  are  available  for  you 
here  today. 

The  issues  that  encompass  personal  health 


and  public  health  are  particularly  important 
to  women  and  families  in  communities  of 
color,  because  women's  health  is  influenced 
by  many  parameters  —  economic,  environ- 
mental, physical,  psycho  social,  behavioral, 
and  political.  Sometimes  when  w^e  talk  about 
health,  we  get  so  locked  on  the  physical 
manifestations,  the  diseases,  that  we  see 
when  health  is  so  seriously  compromised, 
that  it's  breaking  down.  But  I  want  to  start  off 
by  talking  about  some  of  the  other  factors 
first  —  factors  like  income  and  other  social 
determinants. 

ECONOMIC  AND  SOCIAL 
DETERMINANTS  OF  HEALTH 

Poverty 

The  median  income  for  families  in  communi- 
ties of  color  is  a  full  one-third  lower  than  that 
of  the  overall  median  income,  and  when  we 
start  to  look  at  the  economic  status  of  wonnen 
of  color,  w^e  get  an  even  more  grim  picture. 
Data  from  the  census  department,  for  ex- 
ample, show  that  African- American  women 
as  one  group  is  the  poorest  group  of  women 
that  we  have  data  on.  Thirty-seven  percent  of 
African- American  women  in  this  country  live 
in  poverty.  Hispanic  women  are  not  far 
behind  at  32  percent.  Information  is  very 
important.  It's  important  that  we  share  that 
information,  because  when  we  share  informa- 
tion it  imparts  knowledge.  Knowledge  breaks 
down  barriers,  and  it  eliminates  destructive 
myths.  Myths  can  hide  reality  and  lower 
sensitivity  to  real  problems  and  real  issues. 
One  such  myth  is  the  myth  of  the  model 
minority.  This  label  has  helped  to  desensitize 
to  the  diversity  of  those  that  we  have  so 
casually  lumped  under  a  nomenclature, 
Asian /Pacific  Islander.  When  we  look  be- 
yond the  simplicities  of  a  euphemism,  there 
are  the  realities  of  people,  of  communities,  of 
families,  of  women.  According  to  the  Bureau 
of  Census,  about  14  percent  of  Asian/Pacific 
Islanders  Uve  in  poverty.  That's  from  the  1990 
census,  as  you  look  at  the  broad  complexities 
of  the  numerous  ethnic  groups  that  are 
lunnped  as  Asian/Pacific  Islanders. 

When  we  consider  the  startling  information 
that  Mary  Chimg  and  others  have  shared 
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with  us  in  the  past  two  days,  we  know  that 
those  numbers  don't  even  begin  to  tell  the 
story.  No  matter  what  the  racial  group,  the 
environment  of  poverty  takes  its  toll.  We  see 
the  effects  and  the  grim  statistics  on  our 
streets.  We  see  it  in  the  struggles  of  families 
and  individuals  in  a  society  where  basic 
needs  are  becoming  more  costly  and  the 
resources  to  afford  them  more  scarce.  Yes, 
these  are  exciting  times,  but  they  are  also 
times  of  great  tragedy,  particularly  for  the 
most  vulnerable  in  our  nation,  the  disadvan- 
taged, the  disenfranchised,  the  women  and 
children  in  communities  of  color. 

The  Declining  Family 
There  are  the  tragedies  of  the  declining 
family.  This  has  taken  a  major  toll  on  commu- 
nities of  color.  In  the  past  ten  years  the  num- 
ber of  children  living  in  one-parent  house- 
holds has  more  than  doubled,  and  most  are 
headed  by  single  women.  Up  to  88  percent  of 
children  living  in  single  parent  households 
are  Black  or  Hispanic,  and  more  than  65 
percent  live  below  the  poverty  line.  We  talk  a 
lot  about  the  number  of  children  who  live  in 
poverty  and  the  impact  on  their  lives.  It's 
important  that  we  do  this  because  children 
are  our  future.  We  can  never  forget  that 
children  live  in  poverty  because  their  families 
live  in  poverty,  because  their  mothers  live  in 
poverty. 

HEALTH  ISSUES  FOR 
WOMEN  OF  COLOR 

The  Epidemic  of  Violence 

We  have  the  tragedy  of  violence  in  our  streets 
and  in  our  homes.  We're  living  in  an  epi- 
demic of  violence.  Abby  and  others  have 
described  the  tragic  picture  of  violence 
against  women,  women  of  color.  I  want  to  say 
just  a  few  more  words  about  domestic  vio- 
lence. More  than  30  percent  of  all  emergency 
room  visits  by  women  result  from  domestic 
violence.  Every  year,  more  than  2.7  million 
cases  of  child  abuse  and  neglect  are  reported 
—  are  reported!  These  are  just  the  ones  that 
are  reported!  Yet,  we  know  that  violence 
leads  to  more  violence,  and  it's  a  vicious 
cycle.  We've  got  data  showing  that  women 
who  are  physically  abused  by  their  partners 


are  more  than  twice  as  likely  to  abuse  their 
children.  Children  who  see  violence  and 
experience  violence  in  their  homes  are  more 
likely  to  physically  injure  themselves  or 
others  later  in  life.  Of  course,  we  have  the 
tragedies  inherent  in  the  physical  discrepan- 
cies between  the  various  populations  in  this 
country  —  the  women  and  children  in  fanni- 
lies  in  communities  of  color.  Communities  of 
color  take  the  lion's  share  of  this  burden.  The 
people  in  this  room  know  about  these  dis- 
parities very,  very  well,  because  we  see  them 
on  TV.  We  hear  about  them.  We  work  with 
them  every  day,  and  some  of  us  have  been 
there. 

You  know  all  too  well  that  there  are  far  too 
many  haves  and  have  nots,  and  that  influ- 
ences health.  The  disparities  have  a  lot  to  do 
with  income,  with  emotional  levels,  with 
working  and  living  environments,  with  life 
stressors.  Too  many  women  in  communities 
of  color  —  African-American,  Hispanic, 
American  Indian,  persons  of  Asian  and 
Pacific  Island  decent  —  too  many  fall  on  the 
wrong  side  of  the  line  of  plenty,  because 
disproportionate  numbers  are  often  on  the 
short  side  of  factors  like  the  health  disparities 
that  show  up  worse  when  we  make  racial 
comparisons. 

Infant  Mortality  and  Low  Birth  Weight 
Disparities  like  high  rates  of  infant  mortality 
and  low  birth  weight.  Our  nation  has  a 
scandalous  track  record  of  disparities  for 
infant  mortality,  low  birth  weight,  and  poor 
pregnancy  outcomes  for  African  American, 
Puerto  Rican,  and  other  women  of  disadvan- 
taged backgrounds.  The  rate  of  low  birth 
weight  for  babies  bom  to  African-American 
women  is  almost  twice  that  of  WTiite  women, 
and  we  haven't  made  a  dent  in  that  gap  in  30 
years  —  30  years!  In  some  communities  of 
color,  two  —  almost  three  —  times  as  many 
babies  die  before  their  first  birthday,  as  those 
bom  to  White  mothers.  We  know  that  early 
prenatal  care  reduces  the  number  of  infant 
deaths,  and  we'v^e  made  some  improvements. 
But  still,  less  than  two-thirds  of  American 
Indian,  Mexican-American,  Puerto  Rican,  and 
African-American  women  get  first  trimester 
care.  This  is  an  appalling  statistic  for  an 
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industrialized  covintry!  If  we  compare  oiir 
numbers  to  women  in  other  industrialized 
countries  (like  Japan,  Sweden,  or  Canada, 
where  95  to  98  percent  of  women  get  prenatal 
care  in  the  first  trimester  of  pregnancy),  we 
don't  look  so  good.  We've  got  to  make  sure 
that  all  women  who  need  early  prenatal  care 
get  it  so  that  we  can  stand  shoulder-to- 
shoulder  with  any  industrialized  nation  in 
the  world.  If  it's  a  worthy  goal  to  compete  in 
the  computer  chip  market,  it's  worthy  that 
we  compete  for  our  children. 

Chronic  Diseases 

Then  we  have  the  disparities  of  the  chronic 
diseases.  Like  heart  disease,  diabetes,  hyper- 
tension, stroke.  Heart  disease  kills  seven 
times  more  women  everv'  year  than  breast 
cancer.  In  communities  of  color,  heart  disease, 
hypertension,  stroke,  diabetes,  they  all  take  a 
very,  very  serious  toll.  The  rates  of  diabetes 
are  three  times  higher  among  American 
Indian  women  in  the  southwest,  and  higher 
among  African- American  women  and  Asian 
women. 

Yet  many  of  the  diseases  and  conditions  that 
affect  women  and  lov/er  the  quahty  of  their 
Lives  are  preventable.  We  can  eliminate  one- 
third  to  one-half  of  the  disabilities  that 
women  have  by  practicing  good  preventive 
care  —  by  changing  risk  reducing  beha\'iors 
and  with  good  preventive  practices.  Factors 
such  as  not  enough  exercise,  imsafe  sexual 
practices,  use  of  alcohol,  use  of  tobacco,  use 
of  other  drugs,  late  or  no  prenatal  care,  lack 
of  screening  for  conditions  like  breast  and 
cervical  cancer.  Prevention  can  greatly  reduce 
the  rate  of  illnesses  for  these  diseases  and 
conditions  that  affect  w^omen  and  cause 
frailt}^  and  lower  quaHt}^  of  life.  But  we've  not 
been  as  successful  in  getting  the  prevention 
messages  out  there  to  women,  and  particu- 
larly to  women  of  color,  old  women,  women 
in  isolated  settings,  such  as  cities  and  niral 
areas,  and  women  whose  primary'  language  is 
not  English.  This  is  a  serious  problem,  be- 
cause it's  knowledge  and  education  that  are 
the  tools  that  women  need  to  be  full  partners 
in  proving  their  health. 

Cancer 

There  are  disparities  in  the  death  rate  from 


breast  and  cervical  cancers.  1  want  to  talk  just 
a  little  bit  about  that.  We  all  know  the  num- 
bers. We've  heard  them  over  and  over  again. 
One  in  nine  women  will  develop  breast 
cancer  and  breast  disease  —  we  could  almost 
take  a  Htany  in  this  group.  But  what  does  that 
mean?  It  means  that  right  now,  2.6  million 
American  women  have  breast  cancer.  It 
means  that  183,000  thousand  new  cases  will 
be  diagnosed  each  year,  we  know  that.  We've 
heard  this.  But  a  part  that  we  don't  hear  as 
often  is  that  some  groups  of  women  of  color 
have  higher  death  rates  from  breast  cancer, 
even  though  they're  less  likely  to  develop  the 
disease.  The  fact  is  that  Native  Hawaiian 
women  have  the  highest  rate  of  death  from 
breast  cancer.  Access  is  a  key  factor.  We  have 
no  wav,  right  now,  to  prevent  breast  cancer, 
but  we  know  that  early  detection  can  reduce 
the  number  of  deaths  from  breast  cancer  by 
30  percent.  Yet  64  percent  of  women  50  years 
or  older  have  never  had  a  mammogram,  and 
the  percentages  are  even  worse  for  American 
Indian  women,  for  Asian  and  Pacific  Island 
women,  for  Hispanic  women.  They're  less  for 
women  with  less  education,  and  for  women 
whose  income  is  less  than  SIO  thousand.  You 
heard  Syhia's  presentation  when  she  said 
that  she  has  to  depend  on  charitable  contiibu- 
tions  to  get  mammography  services  for  the 
women  she  serves. 

What  about  cervical  cancer?  WTien  cervical 
cancer  is  found  and  tieated  in  its  earhest 
stages,  it's  almost  100  percent  curable.  Yet 
data  show  that  women,  and  particularly 
disadvantaged  women,  are  not  receiving  Pap 
tests.  Cervical  cancer  is  one  women's  health 
issue  where  we  really  need  a  paradigm  shift. 
We  need  this  because  there's  a  serious  prob- 
lem. Women  are  suffering  in  silence  with  this 
disease  because  for  too  long,  we  have  al- 
lowed the  myth  that  a  risk  factor  is  a  label. 
Women  are  suffering  and  sometunes  d}'ing 
without  the  support  that  they  need  with  this 
disease.  We  don't  see  the  camaraderie  of 
support  for  cervical  cancer  survivors.  We 
don't  see  brightiy  colored  ribbons  for  women 
with  cervical  cancer.  We  don't  hear  demands 
for  actions  against  cervical  cancer.  Women  of 
color  are  disproportionately  affected  by 
cervical  cancer.  A  study  in  Los  Angeles 
showed  that  cervical  cancer  rates  among 
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Latino  women  were  250  percent  higher  than 
those  of  non-Hispanic  White  women.  And 
rates  for  Black  women  were  50  percent 
higher.  Mary  Chung  told  us  about  the  seri- 
ously high  death  rates  for  cervical  cancer 
arr\ong  Chinese  women.  Our  challenges  for 
cervical  cancer,  our  challenges  for  cancer 
among  women,  go  well  beyond  the  gender- 
specific  and  gender-predominant  malignan- 
cies. 

Lung  cancer  is  now  the  leading  cause  of 
death  among  women.  It  surpassed  breast 
cancer  back  in  1986  and  continues  to  rise  at  a 
rate  unit  of  one  rate  unit  per  year.  Lung 
cancer  deaths  among  women  have  increased 
by  400  percent  in  the  last  30  years,  largely  due 
to  increases  in  smoking.  We  had  some  great 
successes  in  reducing  the  number  of  people 
who  smoke  in  this  country,  but  we  haven't 
been  nearly  as  effective  with  smoking  cessa- 
tion initiatives  for  women.  More  women 
begin  to  smoke  every  day,  and  of  the  ones 
who  are  already  smoking,  not  nearly  as  many 
have  quit.  Smoking's  a  particular  problem  for 
adolescent  women.  It's  estimated  that  3,000 
women  become  new  smokers  every  day,  and 
many  of  thenn  are  teenage  girls.  We  have  data 
from  the  Centers  for  Disease  Control  that 
show  that  girls  outnumber  boys  among  those 
who  smoke.  This  slide,  as  you  can  see,  shows 
the  data  from  1975  to  1987,  but  the  recent 
Surgeon  General's  report  points  out  that  this 
trend  has  not  changed  in  19  years. 

Substance  Abuse  and  Mental  Health 
We've  heard  some  excellent  presentations 
about  the  problems  faced  by  women  of  color 
with  regard  to  alcohol,  substance  abuse,  and 
mental  health  issues.  You've  heard  about 
them  from  women  who  are  working  in  their 
communities,  who  have  models  that  work 
and  who  are  making  those  models  work.  The 
problem  on  the  national  level  is  far  from 
solved,  and  the  issue  of  services  is  barely 
touched.  But  I'd  like  to  acknowledge  a  person 
who's  with  you  here  today,  and  that's  Pam 
McDonald  from  the  Office  of  Women's 
Health  Services  in  SAMHSA,  the  Substance 
Abuse  and  Mental  Health  Resources  Admin- 
istration. That  agency,  together  with  the 
Indian  Health  Service,  are  two  agencies  in  the 


Public  Health  Service  that  are  charged  with 
addressing  this  whole  issue  of  services 
around  substances,  alcohol  and  mental  health 
for  women.  Pam  is  new  to  this  arena,  and  I 
hope  that  you  will  add  her  to  the  network, 
because  we've  got  a  lot  of  work  to  get  done  in 
this  area. 

AIDS  and  HIV  Infection 
1  want  to  close  with  just  a  few  words  about 
AIDS  and  HIV  infection.  You've  heard  al- 
ready that  women  are  the  fastest  growing 
group  of  persons  with  AIDS.  We've  heard 
that  over  and  over  again.  We  all  know  that 
Latino  women  and  African-American  women 
and  their  children  are  disproportionately 
affected  by  this  disease.  Estella  Parrott  men- 
tioned yesterday,  but  it  bares  reinforcing,  and 
that  is  that  heterosexual  transmission  for 
women  is  a  real  concern.  The  Centers  for 
Disease  Control  reported  this  past  summer 
that  for  the  very  first  time  in  the  history  of  the 
HIV  epidemic,  more  women  in  the  United 
States  were  infected  with  the  HIV  virus 
through  heterosexual  transmission  than 
through  injecting  drug  use.  1  wanted  to  point 
that  out  because  this  issue  comes  across,  but 
it  often  doesn't  come  across  as  strong  as  it 
needs  to.  It's  strongly  linked  as  well  with 
substance  abuse,  and  often  in  our  poor 
communities  and  in  our  poor  communities  of 
color,  we  see  high  instances  of  substance 
abuse.  Women  and  their  partners  in  these 
communities  are  at  risk.  Women  are  at  risk. 
There  are  implications  for  adolescents  be- 
cause we  have  no  way  of  knowing  what  the 
practices  of  our  partners  are,  and  we  need  to 
know  our  risk.  We  need  to  know  the  practices 
of  our  partners,  and  we  need  to  know  how  to 
protect  ourselves  against  this  virus. 

FACING  THE  CHALLENGES 

These  are  some  of  the  challenges  that  we  face 
as  individuals,  as  women  and  as  families  in 
communities  of  color.  There  are  issues  that 
underscore  our  experiences,  and  our  experi- 
ences and  issues  must  be  factored  into  poli- 
cies that  affect  us.  But  what  do  we  do,  and 
where  do  we  go  from  here?  Well,  we  start 
with  forums  like  this.  We  start  by  bringing 
ourselves  together  to  share  information,  to 
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share  experiences.  We  sponsor  activities  that 
seek  the  opportunity  to  promote  public 
education  and  community  mobilization,  so 
that  women  not  only  know  their  risks,  but 
also  know  what  to  do  about  them.  We  iden- 
tify and  use  every  opportunity  to  empower 
communities  and  women  to  participate  fully 
in  every  dialogue,  including  the  dialogue  on 
health  reform  -  to  participate  in  every  dia- 
logue that  promotes  better  health  for  our- 
selves and  for  our  communities. 

But  as  I  look  out  over  this  audience,  I  know 
that  this  is  an  audience  who  knows  that.  You 
know  what  to  do  because  you  are  doing  it, 
and  you've  been  doing  it  for  years.  So  in  this 
audience  I  can  just  say,  "Keep  on."  Keep 
putting  the  messages  out  there.  Use  every 
opportunity  to  empower  women  to  take 
charge  of  their  health.  Keep  working  to  build 


the  kinds  of  linkages  between  federal,  state, 
and  local  agencies  that  influence  all  of  the 
health  determinants  in  our  communities. 
Build  the  linkages  between  corporate  and 
private  players.  Continue  to  weave  the 
networks  in  our  communities,  in  our 
churches,  our  schools,  and  most  of  all,  the 
networks  between  individuals,  because  we've 
all  got  a  share  in  this.  And  by  all  means, 
continue  to  work  to  ensure  that  all  branches 
of  government  —  federal,  tiibal,  state,  local, 
executive,  legislative,  and  judicial  —  every 
last  one  of  them  —  remains  accountable.  The 
challenge  is  indeed  before  us,  and  the  chal- 
lenge is  to  bridge  those  gaps  on  all  the  deter- 
minants of  health  —  economic,  physical, 
social,  spiritual,  environmental,  and  poUtical. 
When  we  do  this,  we  will  have  health  that  is 
both  the  absence  of  disease,  and  the  presence 
of  well-being. 


61 


62 


Conference  Workshops  Summary 


Conference  Workshops 
Summary 


Nine  workshops  in  three  tracks  were  presented  during  the  conference.  The  tracks  and  the 
workshop  topics  represented  the  ideas  of  the  Planning  Committee  and  reflect  many  of  the 
issues  they  w^ished  to  address. 
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TRACK  I  -  PRESCRIPTION  FOR  A  HEALTHY  COMMUNITY 

This  track  was  designed  to  focus  on  strategies  for  improving  the  health  and  wellness  of  the 
community.  Included  were  examples  of  actual  community  programs  which  work,  organizing 
the  community,  advocacy  and  building  upon  community  and  cultural  traditions  in  order  to 
strengthen  the  family. 

Workshop  A  -  Community  Wellness  Strategies 

This  workshop  focused  on  developing  a  wellness  "battle  plan"  in  order  to  heal  the  community 
and  keep  it  well.  Presenters  shared  ideas  for  unique  community  health  programs  benefiting 
women  of  color.  Ms.  Ahn  discussed  activities  she  has  conducted  in  the  Asian /Pacific  Island 
community  and  Dr.  Richardson  presented  community  projects  her  clinic  has  sponsored  in  the 
African  American  conrununity. 

Presenters:       Jae  Wha  Ahn,  M.S.W.,  Director,  Division  of  Community  Education 
Asian  Pacific  Development  Center,  Denver,  Colorado 

Terri  Richardson,  M.D.,  Medical  Director,  Eastside  Neighborhood  Health  Center 
Denver,  Department  of  Health  and  Hospitals,  Denver,  Colorado 

Moderator:       Kaetz  Beartusk,  Wyoming  Department  of  Family  Services 

Workshop  D  -  Prescription  for  a  Healthy  Community 

The  presenters  gave  proven  examples  of  how  to  organize  the  community  and  establish  linkages 
with  key  community  agencies  in  order  to  target  services  to  people  of  color  and  to  advocate  for 
the  health  issues  of  women  of  color.  Ms.  Adams  has  advocated  for  all  ethnic  communities  in 
Salt  Lake  City,  and  Ms.  Jarmillo  discussed  how  she  developed  a  community  profile  in  order  to 
determine  special  health  needs  in  her  community. 

Presenters:       Sandra  Adams,  Ethnic  Health  Specialist 
Utah  Issues,  Salt  Lake  City,  Utah 

Selina  Jaramillo,  Senior  Care  Coordinator 
St.  Mary-Corwin  Hospital,  Pueblo,  Colorado 

Moderator:      Mary  Lou  DeZeeuw-Ramirez,  U.S.  Public  Health  Service,  Region  VIII 

Workshop  G  -  Healthy  Communities  =  Healthy  Families 

The  workshop  looked  at  the  close  relationships  of  culture,  community  and  family.  Ms.  Russell 
discussed  how  the  values  of  the  culture  and  community  can  be  nurtured  in  order  to  produce 
healthy  families  and  individuals. 

Presenter:         The  Honorable  Angela  Russell  (Crow),  State  Representative 

Psychotherapist  in  Private  Practice  and  Consulting,  Lodge  Grass,  Montana 

Moderator:      Joyce  DeVaney,  U.S.  Public  Health  Service,  Region  VIII 
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TRACK  II  -  CARING  FOR  THE  CAREGIVERS 

In  order  to  provide  services  to  others,  the  caregiver  needs  to  attend  to  herself.  This  track  fea- 
tured methods  for  dealing  with  anger,  for  becoming  more  assertive  and  for  taking  responsibil- 
ity for  making  positive  and  healthy  choices.  Ms.  Bear  Don't  Walk  has  done  extensive  work  in 
the  area  of  overcoming  anger. 

Workshop  B  -  The  New  You  Moves  Forward! 

Becoming  whole  and  empowering  yourself  by  overcoming  the  pain,  anger  and  trauma  which 

can  affect  your  health. 

Presenter:         Marjorie  Bear  Don't  Walk  (Salish),  Executive  Director 
Indian  Health  Board  of  Billings,  Billings,  Montana 

Moderator:       Deborah  Henderson,  Montana  Department  of  Health  and  Environmental 
Sciences 


Workshop  E  -  Making  Positive  Choices 

The  presenters  offered  ideas  for  how  to  take  individual  responsibility  for  making  lifestyle 

choices  w^hich  improve  the  health  and  quality  of  your  lives.  Ms.  Pegues  presented  on  the  role 

nutrition  plays  in  keeping  us  healthy,  and  Ms.  Takeda  discussed  the  importance  of  physical 

fitness. 

Presenters:       Jo  Ann  Pegues,  R.D.,  Aging  Program  Specialist 

U.S.  Administration  on  Aging,  Region  VIII,  Denver,  Colorado 

Tomiko  Takeda,  M.Ed.,  Wellness  Consultant 
Littleton,  Colorado 

Moderator:      Barbara  Grant,  U.S.  Public  Health  Service,  Region  VIII 

Workshop  H  -  Asserting  Yourself  Positively 

Utilizing  helpful  tips  and  proven  techniques,  the  presenters  demonstrated  how  to  be  assertive 
in  a  positive  manner  in  order  to  fvdfiU  your  needs  and  be  healthy.  Both  Ms.  English  and  Dr. 
Gomez  discussed  how  these  techniques  can  improve  your  mental  and  physical  well-being. 

Presenters:       Demetra  English,  M.P.H.,  Policy  Analyst 

Colorado  Department  of  Health  Care  Policy  and  Financing,  Denver,  Colorado 

Adelina  M.  Gomez,  Ph.D.,  Professor  of  Communication  Studies 
University  of  Colorado  at  Colorado  Springs 
Colorado  Springs,  Colorado 

Moderator:       Monyett  Ellington,  Colorado  Department  of  Public  Health  and  Environment 
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TRACK  III  -  OVERCOMING  BARRIERS  TO  CHANGE 

Despite  barriers  faced  by  women  of  color  in  seeking  health  care  services,  there  are  ways  of 
overcoming  these  barriers,  including  ensuring  that  communities  have  providers  who  are 
sensitive  to  their  needs  and  able  to  provide  services  which  are  culturally  competent.  The  track 
also  includes  an  examination  of  alternative  healing  therapies. 

Workshop  C  -  Recruiting  and  Retaining  Providers  of  Color 

The  presentations  provided  both  the  government  perspective  by  Ms.  Jackson  and  the  commu- 
nity perspective  by  Ms.  Yardley  for  assuring  an  adequate  supply  of  culturally  competent 
providers  in  order  to  meet  the  future  needs  of  our  communities. 

Presenters:        Marva  Jackson,  Regional  Program  Consultant,  National  Health  Service  Corps 
U.S.  Public  Health  Service,  Region  VIII,  Denver,  Colorado 

Linda  Yardley  (Taos  Pueblo),  Student  Services  Specialist,  Center  for 
Multicultural  Enrichment,  University  of  Colorado  Health  Sciences  Center, 
Denver,  Colorado 

Moderator:       Betty  Roybal,  U.S.  Public  Health  Service,  Region  VIII 

Workshop  F  -  Adding  Warmth  and  Compassion  to  our  Health  Care  Services 
How  to  satisfy  the  "customer"  was  the  focus  of  this  workshop.  Ms.  Bcartusk,  who  has  knowl- 
edge of  all  cultures  and  Dr.  Orme  who  works  with  refugee  populations  discussed  how  to 
assure  that  services  and  programs  that  serve  women  of  color  are  sensitive  to  their  needs  and 
provided  in  a  culturally  competent  manner 

Presenters:       Kaetz  Beartusk,  M.P.H.,  CAS  III,  Medicaid  Consultant 

Wyoming  Department  of  Fan^ily  Services,  Cheyenne,  Wyoming 

Lillian  Tom-Orme,  Ph.D.  (Navajo),  Program  Director 

TB  and  Refugee  Health  Program,  Utah  Department  of  Health 

Salt  Lake  City,  Utah 

Moderator:       Lydia  Cole,  U.S.  Food  and  Drug  Administration,  Denver,  Colorado 

Workshop  I  -  Blending  Alternative  Therapies  and  Spirituality  with  Western  Medicine 
An  examination  of  traditional  healing  methods  used  by  the  various  cultures  and  the  connection 
between  spirituality  and  health  and  survival.  Ms.  St.  Clair  provided  a  description  of  an  Indian 
healing  room  at  the  hospital  in  Lander,  and  Ms.  Valsquez  talked  of  the  need  to  consider  cultural 
beliefs  when  caring  for  clients  of  culture. 

Presenters:        Sandra  St.  Clair  (Pawnee),  Communit}^  Relations  Specialist 
Lander  Valley  Medical  Center,  Lander,  Wyoming 

Diana  Velasquez,  Curandera  (Folk  Healer),  Program  Manager 
Mental  Health  Corporation  of  Denver,  Denver,  Colorado 

Moderator:       Geraldine  Madrid,  Latin  American  Research  and  Service  Agency  (LARASA) 
Denver,  Colorado 
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•  Ethnic  Women  of  Excellence  in  Health  Awards 

•  Facilitators  for  Networking  Tables 

•  Summary  of  Ethnic  Events 

•  Listing  of  Participants 

•  Region  VIII  State  Meetings 
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Ethnic  Women  of 

Excellence  in  Health 

Awards 


We  congratulate  the  four  women  of  color  below  who  were  designated  by  their  peers  as  exem- 
plifying excellence  in  service  to  their  communities,  concern  for  those  in  need,  leadership  and 
high  professional  standards. 


Asian/Pacific  Islander  Woman  of  Excellence  in  Health 


Sumiko  Tanaka  Hennessy,  Ph.D. 

Executive  Director 

Asian  Pacific  Development  Center 

Denver,  Colorado 


Hispanic/Latina  Woman  of  Excellence  in  Health 

Silvia  Guillermina  Corral,  M.D.,  M.P.H. 

Medical  Director,  Wasatch  Homeless  Health  Project 

Salt  Lake  Community  Health  Centers 

Salt  Lake  City,  Utah 


African  American  Woman  of  Excellence  in  Health 

Ruth  L.  Fuller,  M.D.,  F.A.P.A. 

Associate  Professor  of  Psychiatry 

Ur\iversity  of  Colorado  Health  Sciences  Center 

Denver,  Colorado 


American  Indian  Woman  of  Excellence  in  Health 

Bertha  Gipp,  R.N. 

Project  Coordinator,  Maternal  and  Child  Health 

North  Dakota  State  Department  of  Health  and  Consolidated  Laboratories 

Bismarck,  North  Dakota 
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Silvia  Corral,  M.D. 

Jane  W^sori 

Ruth  Fuller,  M.D. 

Geri  Reyna-Challis 

Joyce  DeVaney 

Abby  Trujillo  Maestes 

Charlotte  Gish 

Georgia  Pappas 

Mary  Lou  DeZeeuw-Ramirez 

Jo  Ann  Pegues 

Estella  Parrott,  M.D. 

Nancy  Thomann 

Cecelia  Fire  Thunder 


Cancer  and  Diabetes 

AIDS  and  Sexually  Transmitted  Diseases 

Mental  Health 

Substance  Abuse 

Teen  Pregnancy 

Domestic  \^olence 

Menopause 

Language  Barriers 

Physical  Activity 

Nutrition 

Contraceptives 

Aging  Issues 

Stress  Reduction 


Special  Family  Planning  Session 
'Minority  Client  Preferences  for  Family  Planning  Services' 

Vivian  Lee,  Consultant 

Office  of  Population  Affairs 

Seattle,  Washington 


69 


Appendix 


Ethnic  Events 


The  following  ethnic  events  were  held  during  the  conference  and  served  to  foster  awareness  for 
participants  of  the  some  of  the  differing  traditions  and  values  of  our  four  cultures. 


"  Que  Pasa?"  (Spanish  for  "What  is  Happening?") 

This  event  featured  storytelling  by  Geraldina  Lawson,  R.N.,  Administrator  of  the  Globeville 
Community  Health  Clinic  in  Denver.  She  related  a  story  in  both  English  and  Spanish  which 
highlighted  several  Hispanic  beliefs  and  traditions. 

Event  organizers  were  Selina  Jaramillo  and  Betty  Roybal. 


"Balancing  the  Yin  and  Yang  in  Your  Life" 

The  Thursday  afternoon  break  was  used  to  demonstrate  some  of  the  principles  of  Tai  Chi  by 
Toni  ladresin,  D.C.  and  to  provide  a  relaxation  exercise  by  Tomiko  Takeda,  M.Ed.,  a  Wellness 
Consultant.  Jae  Wha  Ahn  served  as  facilitator.  The  event  highlighted  the  Asian  value  of  bal- 
ance in  our  everyday  lives. 

Event  organizers  were  Jean  Kajikawa  and  Tomiko  Takeda. 


"Indian  Honoring  Ceremony" 

The  traditional  Indian  honoring  ceremony  was  used  to  honor  the  four  ethnic  women  who 
received  awards  for  their  excellence  in  the  field  of  health.  The  idea  of  honoring  these  women 
was  suggested  by  the  American  Indian  members  of  the  Planning  Committee. 

Event  organizers  were  Cecelia  Fire  Thunder  and  Jane  Wilson. 


"Umojo  (Unity)  Ceremony" 

The  closing  ceremony  was  planned  around  the  principle  of  "Umojo"  from  the  African  Ameri- 
can Kwanzaa  ritual  which  is  increasingly  being  celebrated  by  African-American  families. 

Event  organizers  were  Kathy  Rollins  of  the  National  Conference  of  State  Legislatures  and 
Nancy  Thomann. 
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Region  VIII  State  Meetings 


The  six  states  in  Region  VIII  held  two  nieetings  during  the  course  of  the  conference.  States 
were  asked  to  review  their  progress  and  activities  related  to  the  health  of  women  of  color  since 
the  1993  conference  and  to  consider  recorrunendations  for  future  activities. 

COLORADO  -  Chair,  Monyett  Ellington 

Participants  in  the  Colorado  meetings  developed  a  number  of  suggestions  for  future  women  of 
color  conferences.  Additionally,  the  group  presented  the  following  recommendations  for 
consideration  by  the  U.S.  Public  Health  Service,  Office  of  Population  Affairs,  Office  on  Women's 
Health  and  Office  of  Minority  Health: 

I.         Investigate  and  implement  insurance  coverage  for  alternative  health  care  procedures. 

n.        Fund  and  insure  the  implementation  of  functional  outreach  to  involve  and  serve  minor- 
ity communities  and  target  populations,  such  as  mobile  health-care  service  vans. 

in.       Disseminate  information  about  successful  research  studies. 

rV.       Additional  definitions  of  "community",  other  than  geographic  boundaries,  should  be 
utilized. 

V.  Create  and /or  fund  awareness  programs. 

VI.  Educate  consumers  on  methods  that  will  avoid  the  high  fat  and  or  salt  content  of  many 
commodity  items  in  order  to  counteract  the  nutritional  limitations  of  the  use  of  com- 
modities. 

VII.  Minimize  the  fragmentation  of  services  by  promotion  holistic  health  care  and  services. 

VIII.  Support  the  expanded  role  and  numbers  of  women  of  color  in  health  departments, 
administration  and  research. 

DC.       Provide  emergency  medical  care  to  communities  where  no  public  transportation  or 
communication  means,  such  as  telephones,  exist. 

X.  Extend  technical  assistance  necessary  to  assure  the  ability  compete  for  grants.  Small, 
but  effective  programs  often  lack  the  resources  to  devote  to  grant- writing. 

XI.  Require  people  of  color  representation  on  all  grant  review  boards. 
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MONTANA.  NORTH  DAKOTA  AND  SOUTH  DAKOTA  -  Chair,  Deborah  Henderson 

The  participants  representing  Montana,  North  Dakota  and  South  Dakota  met  together  and 
shared  information  and  generated  ideas.  The  following  action  plan  was  developed: 

GOAL:  Private,  tribal,  state  and  federal  agencies  will  meet  together  to  exchange  ideas 

and  information  regarding  resources  and  materials  (e.g.  curriculums,  parenting 
programs,  cultural  awareness)  related  to  family /maternal  child  health  care. 

Recommendation  I:    A  statewide  meeting  (or  tri-state  to  include  the  three  states)  or  conference 

should  be  held  to  discuss  who  is  doing  what  for  family/maternal  child 
health.  This  meeting  should  include,  but  is  not  limited  to,  the  following 
agencies: 


Center  for  Disease  Control 


Bureau  of  Indian  Affairs 
(appropriate  agencies) 


Indian  Health  Service 
Tribes  (appropriate  agencies) 
Urban  Indian  health  agencies 
Head  Start 


Legislators 

Family  planning  programs 

Social  services  agencies 

Public  health  programs 

Appropraite  state  agencies 

Recommendation  II:  Support  a  tribal  "Office  of  Women's  Health". 

Recommendation  III:  A  paid  position  for  a  women's  health  coordinator  should  be 

established  for  women  of  color  at  the  State  Health  Department. 

Priorities: 

1.  Children's  health  programs  in  the  schools,  e.g.  positive  choices  for  K-12.  Use  available 
materials  fronn: 

a.  The  American  Heart  Association 

b.  The  American  Lung  Association 

2.  \^olence  in  communities: 

a.  Anger 

b.  Healing 

c.  Parenting 

3.  Teenage  pregnancy. 

4.  Substance  abuse  programs  appropriate  for  women  and  children. 

5.  Keep  legislators  informed  -  lobby  and  advocate  for  women's  and  children's  programs. 
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WYOMING:  -  Chair,  Julie  Lehman 


Representatives  from  Wyoming,  after  reviewing  a  number  of  situations  pending  in  the  state, 
developed  the  following  action  plan: 

I.  Contact  the  director  of  the  Wyoming  Department  of  Health  and  request  state  commit- 

ment for  one  assigned  individual  within  the  state  system  to  coordinate  minority 
women's  issues/health  conference. 

n.  Mail,  or  make  available,  the  recommendations  and  results  of  the  Wyoming  Minority 

Women's  Health  Forum  held  September  of  1993  in  Riverton. 

ni.         Mail,  or  make  available,  copies  of  this  session's  results  and  activities  to  participants  in 
the  Wyoming  Minority  Women's  Health  Forum  held  in  1993. 

IV.  Hold  a  session  similar  to  the  1993  session  in  1995. 

V.  Submit  a  Wyoming  mailing  list  to  the  federal  and  state  governments. 
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List  of  Participants  by  State 


CHUNG,  Mary  K. 

Founder  and  Executive  Director 

National  Asian  Women's  Health  Organization 

440  Grand  Ave.,  Ste.  208 

Oakland,  CA  94610 

510-208-3171 


CALIFORNIA 


COLORAIX) 


ARCHULETA,  Dolores  G. 
Colorado  Department  of  Health 
1070  S.  Dahlia  St.,  Apt.  F40 
Denver,  CO  80222 
303-692-2488 


BRAUCHLER,  Reta  A.,  Esq. 
U.S.  Office  of  Civil  Rights 
1961  Stout  St. 
Denver,  CO  80294 
303-844-4774 


BACHMANN,  Rosita  M. 
Bachmann  and  Associates,  Inc. 
1400  West  122nd  Avenue  Suite  104 
Westminster,  CO  80234 
303-280-1112 


BRODNAX,  Jean,  R.N. 
Denver  General  Hospital 
3660  Olive  Street 
Denver,  CO  80257 
303-436-6647 


BAILEY,  Barbara  E.,  R.D.H.,  M.A. 

Director,  Division  of  Health  Services  Delivery 

U.S.  Public  Health  Service,  Region  Vin 

1961  Stout 

Denver,  CO  80294 

303-844-3203 

BATTISTONI,  Jean 

U.S.  Office  of  Civil  Rights 

1961  Stout  St. 

Denver,  CO  80294 

303-844-4774 

BLUMENTHAL,  Pat 
Executive  Director 
Colorado  Naral 
1210  E.  Colfax  #203 
Denver,  CO  80218 
303-831-1973 

BRADLEY,  Alice  A.,  M.A. 

Cancer  Information  Service 

P.O.  Box  7021 

Colorado  Springs,  CO  80917 

719-591-3150 


BRONSON,  JuUe  M. 
2260  Eagle  St. 
Aurora,  CO  80011 
303-861-1358 

CAPRA,  Lucille  O. 

U.S.  Pubhc  Health  Service,  Region  VIU 

1691  Stout  St. 

Denver,  CO  80294 

303-844-6163 

CARRILLO,  Carmen 

2330  Wedgewood  Ave.,  Apt.  #1-A 

Longmont,  CO  80503 

303-684-9656 

CARTER,  Joan  E.,  M.RH. 

U.S.  Public  Health  Service,  Region  Vm 

1961  Stout  Street 

Denver,  CO  80294 

303-844-5955 
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GARY,  Margaret,  M.D.,  M.P.H.,  M.B. A. 

Regional  Director 

U.S.  Department  of  Health  and  Human  Services, 

Region  VHI 

1961  Stout  St. 

Denver,  CO  80294 

CASARES,  Yvonne 
4601  E.  Kentucky  #5-G 
Denver,  CO  80222 
303-757-1432 


CRESPIN,  Maria 

Colorado  Women's  Cancer  Control  Initiative 

4300  Cherry  Creek  Drive  South 

Denver,  CO  80222 

303-692-2553 

DALTON,  Louise 
Older  Woman's  League 
3000  Adams  Street 
Denver,  CO  80205 
303-355-2278 


CISNEROS,  AdeHa  TrujiUo 

Spokesperson 

AARP  Minority  Affairs 

4721  W.  Yale  Avenue 

Denver,  CO  80219 

303-935-4017 

COLE,  Lydia  P 

U.S.  Food  and  Drug  Administration 

PO.  Box  25087  Building  20,  DEC 

Denver,  CO  80225-0087 

303-236-3018 

COLLINS,  Bessie  G. 

Methodist  Ministers  Family  Counseling  Center 

2355E.Iliff#2 

Denver,  CO  80210 

303-722-2397 


DE  ROIN,  April 

Denver  Indian  Health  and  Family  Services 

3749  South  King  Street 

Denver,  CO  80236 

303-781-4050 

DEVANEY,  Joyce,  R.N.,  M.PH. 

U.S.  Public  Health  Service  Region  Vm/MCH 

1961  Stout  Street 

Denver,  CO  80294 

303-844-5955 

DEZEEUW-RAMIREZ,  Mary  Lou 

U.S.  Public  Health  Service,  Region  Vm 

Migrant  Health 

1961  Stout  Street  Room  409 

Denver,  CO  80294-3538 

303-844-3206 


COLLINS,  Helen 

U.S.  Health  Care  Financing  Administration 

1961  Stout  Street 

Denver,  CO  80294-3538 

303-844-6216  x378 


DOMINO,  Chris 
Bachmann  and  Associates,  Inc. 
1400  W  122nd  Ave.,  Ste.  104 
Westminster ,  CO  80234 
303-280-1112 


CORDOVA,  Margaret 
U.S.  Office  of  Civil  Rights 
1961  Stout  St. 
Denver,  CO  80294 
303-844-4774 


DURAN,  Deborah 

Denver  Victims'  Service  Center 

PO.  Box  18975 

Denver,  CO  80218 

303-860-0660 


CRAWFORD,  Gwen 
Crawford  &  Associates 
2222  Race  Street 
Denver,  CO  80205 
303-321-2019 


DWORAK,  Nancy 

U.S.  Pubhc  Health  Service,  Region  VIE 

1961  Stout  Street,  Room  498 

Denver,  CO  80294-3538 

303-844-6163 


CREPPS,  Janet 

Center  for  Reproductive  Law  &  PoUcy 

500  E.  8th  Avenue 

Denver,  CO  80203 

303-839-1912 


EADDY,  Charlotte  S. 

Denver  Victims'  Service  Center 

P  O.  Box  18975 

Denver,  CO  80218 

303-860-0660 
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ELLINGTON,  Monyett 
Coordinator,  Adolescent  Health 
Colorado  Department  of  Health 
4300  Cherry  Creek  Dr.  S. 
Denver,  CO  80222 
303-692-2000 

ENGLISH,  Demetra,  M.P.H. 

Colorado  Dept.  of  Health  Care  Policy  and  Financ- 
ing 

1575  Sherman  Street,  Fourth  Floor 
Denver,  CO  80203-1714 
303-866-2649 

EVANS,  Debra  A. 
Denver  General  Hospital 
2740  Adams  Street 
Denver,  CO  80205 
303-436-6644 

FULLER,  Ruth,  M.D.,  EA.P.A. 

Associate  Professor,  Psychiatry 

University  of  Colorado  Health  Sciences  Center 

4200  E.  9th  Ave. 

Campus  Box  C-231-62 

Denver,  CO  80262 

303-270-5579 

G  ABOW,  Patricia  A.,  M.D. 

Manager 

Denver  Health  and  Hopsitals 

777  Bannock  Street 

Denver,  CO  80204-4507 

303-436-6600 

GANS,  Joan  E 
7924  East  Mexico  Ave. 
Denver,  CO  80231 
303-338-9433 

GENCO,  Doris 

U.S.  Office  of  Civil  Rights 

1961  Stout  St. 

Denver,  CO  80294 

303-844-4774 

GISH,  Charlotte,  R.N.,  M.S.N.,  C.N.M. 
U.S.  Public  Health  Service,  Region  Vm 
1961  Stout  Street 
Denver,  CO  80201 
303-844-5955 


GLADNEY,  Mary  Etta 
Denver  District  Court 
4354  North  Flanders  Street 
Denver,  CO  80249 
303-371-2607 

GOMEZ,  Adelina  M.,  Ph.D. 

Professor  of  Communication  Studies 

University  of  Colorado  at  Colorado  Springs 

PO.  Box  7150 

Colorado  Springs,  CO  80933-7150 

719-593-3342 

GRANT,  Barbara 

Federal  Employees  Health  Unit,  Region  VIII 

1961  Stout  Street 

Denver ,  CO  80994 

303-844-3786 

GUAJARDO,  Maria,  Ph.D. 

Executive  Director 

LARASA 

309  W.  1st  Ave. 

Denver,  CO  80223 

303-722-5150 

HARNLY,  Darlene,  R.N. 
Student/Metro  State 
3321  West  94th  Avenue 
Westminster,  CO  80030 
303-426-8179 

HARRELL,  Ginger 
MELD/Family  Resource  Schools 
900  Grant  Street 
Denver,  CO  80203 
303-764-3787 

HARRIS,  Sheila 

Gateway  Battered  Women's  Shelter 

PO.  Box  914 

Aurora,  CO  80040 

HAXTON,  Christina 
Arapahoe  House 
8801  Lipan 
Thornton,  CO 
303-781-1275 
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HENNESSY,  Sumiko  Tanaka,  Ph.D. 

Executive  Director 

Asian  Pacific  Development  Center 

1825  York  St. 

Denver,  CO  80206 

303-393-0304 


JEFFERSOX,  Frances 

Women's  Bureau 

U.S.  Dept.  of  Labor 

1801  Califonua  Street,  Ste.  905 

Denver,  CO  80202 

303-391-6757 


HOWARD,  Velma 

Rape  Assistance  &  Awareness  Program 

1740  Gaylord  St. 

Denver,  CO  80206 

303-329-9927 

lADRESIX,  Toni  D.C. 
Chiropractor  and  Tai  Chi  Instructor 
901  E.  17th  Ave. 
Denver,  CO  80218 
303-832-9606 

IWASAKI,  Patricia  G. 

Rocky  Mountain  Center  for  Health  Promotion  & 

Education 

7525  West  Tenth  Avenue 

Lakewood,  CO  80215-5141 

303-239-6976 

JACKSON,  Jean 

Denver  Commission  On  Aging 

303  West  Colfax  Suite  #1600 

Denver,  CO  80204 

303-640-2339 

JACKSON,  June 

Youth  Train  -  A  Parents  Movement 

2741  Welton 

Denver,  CO  80205 

JACKSON,  Mar\'a  Jean 

Regional  Program  Consultant 

National  Health  Service  Corps 

U.S.  PubHc  Health  Ser\dce,  Region  Vm 

1961  Stout  Street 

Denver,  CO  80294 

303-844-3206 

JARAMILLO,  Selena 

St.  Mary-Cor\\'in  Regional  Medical  Center 

1008  Minnqua  Avenue 

Denver,  CO  81004 

719-560-5884 


KAJIKAWA,  Jean,  M.PH. 

CHC  and  Health  Care  for  the  Homeless 

U.S.  Public  Health  Service,  Region  VHI 

1961  Stout  Street,  Room  409 

Denver,  CO  80294 

303-844-3206 

KALTFMAN,  Mard 
Arapahoe  House 
8801  Lipan 
Thornton,  CO 
303-781-1275 

KEE,  Ling,  M.S.W. 

Project  Coordinator 

Asian  Pacific  Development  Center 

1818  Gaylord  Street 

Denver,  CO  80206 

303-355-0710 

KIRK,  Christine 
Epidemiologist 
Colorado  Dept.  of  Health 
4300  Cherry  Creek  Drive  South 
Denver,  CO  80222-1530 
303-692-2727 

KLEIBER,  Linda 
Arapahoe  House 
8801  Lipan 
Thornton,  CO 
303-781-1275 

LAWSON,  Geraldina,  R.N. 

Administrator 

Globeville  Community  Health  CHnic 

5070  Lincoln  St. 

Denver,  CO  80216 

(303)294-0903 

UGHT,  Mary 

Boulder  County  Aging  Services 

PO.  Box  471 

Boulder,  CO  80306 

303-441-4575 
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LITTLE,  Oneida  Y. 

Administration  for  Children  and  Families 

14574  East  13th  Avenue 

Aurora,  CO  80011 

303-844-3100  x334 


MARTINEZ-COFIGAN,  Mary  Ann 

Plan  de  Salud  del  Valle 

1115  2nd  Street 

Fort  Lupton,  CO  80621 

303-892-0004 


LOFTIS,  Mercedes 

U.S.  Food  and  Drug  Administration 

P.O.  Box  25087 

Denver,  CO  80225 

303-236-3001  x508 


MARX,  Megan 

Colorado  Department  of  Public  Health 

4300  Cherry  Creek  Drive  South 

Denver,  CO  80222 

303-692-2688 


LOZANO,  Victoria 

Boulder  County  Aging  Services 

RO.  Box  471 

Boulder,  CO  80306 

303-441-4575 


MCCREE  CARRINGTON,  Judy 

Mi  Casa  Resource  Center  for  Women,  Inc. 

622  West  6th  Avenue 

Denver,  CO  80204 

303-573-0341 


LUCERO-CORNIER,  Linda 

Denver  Indian  Health  and  Family  Services 

3749  South  King  Sh-eet 

Denver,  CO  80236 

303-781-4050 


MCMAHON,  Nancy  M. 
Colorado  Action  for  Healthy  People 
4300  Cherry  Creek  Drive  South 
Denver,  CO  80222-1530 
303-692-2569 


MADRID,  Gerri 

LARASA 

309  West  1st  Avenue 

Denver,  CO  80223 

303-722-5750 


MEREDITH,  Stacy 
Bachmann  and  Associates,  Inc. 
1400  W.  122nd  Ave.,  Ste.  104 
Westminster,  CO 
303-280-1112 


MARTINEZ,  Avelina 
3026  N.  Sherrelwood  Dr. 
Canon  City,  CO  81212-9382 
719-275-5804 

MARTINEZ,  Camille 

LaVoz 

2885  3rd  Ave. 

Denver,  CO 

303-936-8556 


METOYER,  Juanita 

Denver  Dept.  of  Social  Services 

2200  W.  Alameda 

Denver,  CO  80223 

303-727-2729 

MOORE-WASHINGTON,  Laveme 
1025  S.  Joplin  Way 
Aurora,  CO  80017 
303-369-9277 


MARTINEZ,  Carol 
Plan  de  Salud  del  Valle 
PO.  Box  223 
PlatteviUe,  CO  80651 
303-892-0004 


MUNOZ,  Mary  E. 
DHHS/HCFA/ORA 
1961  Stout  Street 
Denver,  CO  80294 
303-844-2111 


MARTINEZ,  Priscilla  S. 
3026  North  Sherrelwood  Drive 
Canon  City,  CO  81212-9382 
719-275-5804 


NELSON,  Sandy 

Boulder  County  Preventon  Connection 

1213A  West  Centaur  Circle 

Lafayette,  CO  80026 

303-772-2226 
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NGUYEN,  Phuong 
Catholic  Charities 
3417  W.  38th  Avenue 
Denver,  CO  80211 
303-458-0221 


PHELPS,  Cathy 

Denver  Victims'  Service  Center 

PO.  Box  18975 

Denver,  CO  80218 

303-860-0660 


OLIVER,  Andy 

U.S.  Office  of  Civil  Rights 

1961  Stout  St. 

Denver,  CO  80294 

303-844-4774 


PLOMAR,  Kathy  Delavan 
AMC  Cancer  Research  Center 
1600  Pierce  Street 
Denver,  CO  80214 
303-239-3483 


PAPPAS,  Georgia 

Director  of  Research 

LARASA 

309  W.  1st  Ave. 

Denver,  CO  80223 

303-722-5150 

PARSONS,  Gloria  L.  MPH,  RN 

PLCO  Cancer  Screening  Trial 

4200  East  9th  Avenue  Campus  Box  C315 

Denver,  CO  80262 

303-270-7526 

PAYNE,  Mary  E. 

Colorado  Council  of  Black  Nurses,  Inc. 

2430  S.  Quebec  #201 

Denver,  CO  80231 

303-338-9344 


PUTNAM,  Juanita  M. 
AARP  Minority  Affairs 
418  Westview  Court 
Longmont,  CO  80501 
303-772-4258 

RAISL,  Dee 

U.S.  Health  Care  Financing  Administration 

1961  Stout  Street 

Denver,  CO  80294 

303-844-2121 

REDDICK-JENKINS,  Bev 

Colorado  Department  of  Health  -  Cancer  Control 

Program 

4300  Cherry  Creek  Drive  South 

Denver,  CO  80222 

303-692-2523 


PEGUES,  Jo  Ann,  R.D. 

Aging  Program  Specialist 

U.S.  Administration  on  Aging,  Region  VQI 

1961  Stout  St. 

Denver,  CO  80294 

303-844-5568  xl39 

PERSON,  Chandra 
Bachmann  &  Associates 
1400  W.  122nd  Ave.,  Ste.  104 
Westminster,  CO 
303-280-1112 


REED,  Nancy 

Denver  Victims'  Service  Center 

P  O.  Box  18975 

Denver,  CO  80218 

303-360-0660 

REYNA-CHALLIS,  Geri 
Clinical  Supervisor 
Eagle  Lodge,  Inc. 
1264  Race  St. 
Denver,  CO  80206 
303-393-7773 


PESTANA,  Beatriz  M. 

Boulder  County  Prevention  Connection 

1438  Florida  Avenue 

Longmont,  CO  80501 

772-2226 


RICHARDSON,  Terri,  M.D. 

Medical  Director 

Eastside  Neighborhood  Health  Center 

Denver  Health  and  Hospitals 

501  28th  St. 

Denver,  CO  80205 

303-291-7600 
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RICHMAN,  Rose 

Boulder  County  Aging  Services 

RO.  Box  471 

Boulder,  CO  80306 

303-441-3570 


SCHULER,  Gary 

U.S.  Office  of  Civil  Rights 

1961  Stout  St. 

Denver,  CO  80294 

303-844-2024 


RILEY,  SheUa 

U.S.  Health  Care  Financing  Adniinistration 

1961  Stout  Street  D 

Denver,  CO  80294 

303-844-6136 

ROBERT,  Chaer 

Director 

Denver  Women's  Commission 

303  W.  Colfax  Ave.,  Ste.  1600 

Denver,  CO  80204 

303-640-5826 


SCHUSTER,  Cathy 
Health  Planning  Specialist 
Colorado  Action  for  Healthy  People 
4300  Cherry  Creek  Drive  South 
Denver,  CO  80222-1530 
303-692-2571 

SERNA,  Susan 

Plan  de  Salud  Del  Valle,  Inc. 

1115  Second  Street 

Fort  Lupton,  CO  80621 

303-892-0241 


ROLLINS,  Kathy 

Health  and  Human  Services  Division 

National  Conference  of  State  Legislatures 

1560  Broadway  Ste.  700 

Denver,  CO  80202 

303-839-0231 

ROMERO  DE  MENDOZA,  Lisa 
Multi-Cultural  RPS  Center 
1212  Mariposa  Street 
Denver,  Colorado  80204 
303-534-4008 

ROYBAL,  Betty  J. 

U.S.  Public  Health  Service,  Region  Vm 

1961  Stout  Street 

Denver,  Colorado  80234 

303-844-5891 


SIMMONS,  Sharon 

U.S.  Dept.  of  Health  and  Human  Services 

1961  Stout  Street 

Denver,  CO  80294 

303-844-2121 

SLOAN,  Hugh  S.,  D.S.W. 

Acting  Regional  Health  Administrator 

1961  Stout  St.,  Room  498 

Denver,  CO  80294 

303-294-0903 

TAFOYA,  Shirley 

Multi-Cultural  Center  for  Substance  Abuse 

Prevention 

1212  Mariposa  Street 

Denver,  CO  80204 

303-534-4008 


SANDOVAL,  Sandy  Baca 

Director  of  Community  Relations 

Planned  Parenthood  of  the  Rocky  Mountains 

1537  Alton 

Aurora,  CO  80010 

303-360-0006,  x  148 

SANTISTEVAN,  Gail 

GANAS 

1212  Mariposa  Street 

Denver,  CO  80204 

303-893-5114 


TAKEDA,  Tomiko,  M.Ed. 
Wellness  Consultant 
8731  Cedarwood  Lane 
Highlands  Ranch,  CO  80126 
303-791-0212 

THOMANN,  Nancy  M.RH. 

Minority  and  Women's  Health  Consultant 

U.S.  Public  Health  Service,  Region  Vm 

1961  Stout  Street,  Room  498 

Denver,  CO  80294-3538 

303-844-6163 
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VALDEZ,  Alice 

Denver  General  Hospital  (Psychiatric  Unit) 

224  East  3rd  Avenue 

Denver,  CO  80203 

303-436-6644 


WILLIAMS,  Rhonda 
Arapahoe  House 
8801  Lipan 
Thornton,  CO 

303-781-1275 


VELASQUEZ,  Diana 

Program  Manager 

Mental  Health  Corporation  of  Denver 

75  Meade 

Denver,  CO  80219 

303-934-2963 


WILSON,  Jane,  M.S. 

Regional  Program  Consultant 

U.S.  Public  Health  Service,  Region  VIE 

1961  Stout  St.,  Room  498 

Denver,  CO  80294-3538 

303-844-6163 


WALTON,  Stacie  L.,  M.D. 

Eastside  Neighborhood  Health  Center 

501  28th  Street 

Denver,  CO  80205 

303-291-7694  or  303-338-9635 


WINDHAM,  Mabel 

Boulder  County  Aging  Services 

PO.  Box  471 

Boulder,  CO  80306 

303-441-4575 


WHA  AHN,  Jae,  M.S.W. 
Director,  Community  Education 
Asian  Pacific  Development  Center 
1818  Gaylord  St. 
Denver,  CO 
303-355-0716 

WHOOTEN,  RodeUa 
CMHI  F.L. 

3520  West  Oxford  Avenue 
Denver,  CO  80236 

WIGGINS,  Sherry  D. 

Denver  Public  Health  -  STD  Clinic 

605  Bannock  Street  Suite  161 

Denver,  CO  80204 

303-436-7251 


YARDLEY,  Linda 

Center  for  Multicultural  Enrichment 

University  of  Colorado 

Health  Sciences  Center 

4200  East  9th  Avenue  B176 

Denver,  CO  80262 

303-270-5598 

ZANDERS,  Anne 

Rocky  Mountain  Center  for  Promotion  and 

Education 

7525  W.  10th  Avenue 

Lakewood,  CO  80218 

303-239-6976 


MARYLAND 


DONAHUE,  Agnes,  D.D.S.,  M.Sc.D.,  M.PH. 

Office  of  Intergovernmental  Affairs 

U.S.  Public  Health  Service 

Room  5C-04,  Parchlam  Bldg. 

RockvUle,  MD  20857 

301-443-6670 

GLASS,  Evelyn 
Regional  Operations  Officer 
Office  of  Population  Affairs 
Office  of  Family  Planning 
U.S.  Public  Health  Service 
East  West  Tower,  Ste.  200,  West 
5600  Fishers 
Rockville,  MD  20857 


MCDONNELL,  Pamela  J. 

Program  Analyst 

Substance  Abuse  and  Mental  Health  Services 

Administration 

7401  Holly  Avenue 

Takoma  Park,  MD  20712 

PARROTT,  EsteUa,  M.D.,  M.PH. 

U.S.  Food  &  Drug  Administiation 

1390  Piccard  Dr. 

HFZ-470 

RockvUle,  MD  20850 

301-594-2080 
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MONTANA 


BEAR  DON'T  WALK,  Marjorie 

Executive  Director 

Indian  Health  Board  of  Billings 

915  Broadwater  Square 

Billings,  MT  59102 

406-255-8430 

BREWER,  Anna 

Board  Member 

Indian  Health  Board  of  Billings 

915  Broadwater  Square 

Billings,  MT  59102 

406-248-1557 

HENDERSON,  Deborah,  R.N. 
Nurse  Coordinator 
Montana  Perinatal  Program 
Montana  Dept.  of  Health  and 
Environmental  Sciences 
Cogswell  Bldg. 
Helena,  MT  59620 
406-444-2794 


OLD  BEAR,  Gustine 
Crow  Victims  Assist. 
Crow  Agency,  MT  59022 
406-638-2405 

PLUMMER,  Toni 

Native  Families  Empowerment 

RO.  Box  2920 

Kalispell,  MT  59901 

406-755-0302 

RUSSELL,  Angela 

State  Representative 

Psychotherapist  in  Private  Practice 

and  Consulring 

Box  333 

Lodge  Grass,  MT  59050 

406-639-2947 

MTTCHELL,  Donna 
Kicking  Horse  Job  Corps 
Ronan,  MT 
406-644-2217  x219 


NEW  MEXICO 


ROBBINS,  Carolyn  M. 

President 

CM.  Robbins  &  Associates 

2400  Rio  Grande  Boulevard  N.W.  #138 

Albuquerque,  NM  87104 

505-344-5758 


NORTH  DAKOTA 


GIPP,  Bertha,  R.N.,  B.S.N. 

Division  of  MCH 

N.D.  State  Dept.  of  Health 

600  East  Boulevard  Avenue 

Bismark,  ND  58505-0200 

701-224-2493 


PAINTE,  Deborah 

Executive  Director 

N.D.  Indian  Affairs  Commission 

600  East  Blvd.,  1st  Floor,  J  Wing 

Bismarck,  ND  58501 

701-328-2428 
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SOUTH  DAKOTA 


FIRE  THUNDER,  Cecelia 

Training  Specialist 

South  Dakota  Department  of  Health  and  Medical 

Services 

P.O.  Box  920 

Martin,  SD  57551 

605-685-6005 


NEW  BREAST-RAMOS,  Theda,  M.RH. 

Training  Coordinator 

The  Circle,  Inc. 

RO.  Box  920 

Martin,  SD  57551 

605-685-6005 


UTAH 


ADAMS,  Sandra 

Ethnic  Health  Specialist 

Utah  Issues 

1385  W.  Indiana  Avenue 

Salt  Lake  City,  UT  84104 

801-521-2035 

BYINGTON,  Donni 
Planned  Parenthood  of  Utah 
654  South  900  East 
Salt  Lake  City,  UT  84102 
801-532-1586 

CORRAL,  Silvia  G.,  M.D.,  M.RH. 
Medical  Director,  Fourth  Street  Clinic 
Salt  Lake  Community  Health  Centers 
404  South  400  West 
Salt  Lake  City  UT  84104 
801-364-0058 


LANDON,  Janet 

Planned  Parenthood  of  Utah 

654  South  900  East 

Salt  Lake  City,  UT  84102 

801-532-1586 

LUYO,  Juha 

Planned  Parenthood  of  Utah 

654  South  900  East 

Salt  Lake  City,  UT  84102 

801-532-1586 

TOM-ORME,  LilHan,  Ph.D.,  R.N. 

Program  Director 

TB  and  Refugee  Health  Program 

Utah  Dept.  of  Health 

288  North  1460  West 

Salt  Lake  City,  UT  84116 

801-538-6141 


D'AMORE,  Juli 

Planned  Parenthood  of  Utah 

654  South  900  East 

Salt  Lake  City ,  UT  84102 

801-532-1586 


TRUJILLO  MAESTAS,  Abby 

Executive  Director 

Salt  Lake  Rape  Crisis  Center 

6779  Olivet  Dr. 

Salt  Lake  City,  UT  84121 

801-467-7282 


LEE,  Vivian 

Consultant 

Office  of  Population  Affairs 

U.S.  Public  Health  Service 

6223  Sandpoint  Way  Northeast 

Seattle,  WA  98115 


WASHINGTON 
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WASHINGTON.  D.C. 


HAYNES,  Suzanne,  Ph.D. 

Office  on  Women's  Health  DHHS/OASH/PHS 

200  Independence  Ave.,  S.W.  Room  730-B,HHH 

Bldg. 

Washington,  D.C.  20201 

202-690-7650 


WYOMING 


BEARTUSK,  Kaetz,  M.P.H. 

Wyoming  Department  of  Family  Services 

412  25th  Ave. 

Cheyenne,  WY  82001 

307-777-3579 

LEHMAN,  Julie 

Wyoming  Reproductive  Health  Countil 

417  Fremont 

Uramie,  WY  82070 

307-742-7100 


ROBINSON,  Tahnee 

69  Boulder  Flat  Road,  Box  374 

Fort  Washakie,  WY  82514 

ST.  CLAIR,  Sandra 
Community  Relations  Specialist 
Lander  Valley  Medical  Center 
1320  Bishop  Randall  Dr. 
Under,  WY  82520 
307-332-4420 


NIGERIA 


Lawal,  Habiba 

African- American  Institute 

Bauchi,  Nigeria 


Poloma,  Hannatu  J. 
African- American  Institute 
Bauchi,  Nigeria 
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